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Un  emblema 
que  es  una 
garantía... 


Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitaies  privados  y públicos 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Los  BMW  Serie  5 le  hacen  afirmar 
su  personalidad,  resaltar  el  carácter 
especial  del  éxito,  marcar  un  estilo 
distinto.  Un  automóvil  potente,  rápido 
y confortable  con  el  diseño  más 
racional. 

BMW  528e 

Con  el  motor  “ETA”  exclusivo  de 
BMVy,  que  proporciona  gran  potencia 
y suavidad,  siempre  con  el  menor 
consumo.  6 cilindros.  Inyección 
L-Jetronic.  “Digital  Motor  Electronic 
(DME)”  que  controla  y regula. 


mediante  un  micro-ordenador,  todas 
las  funciones  del  motor.  “Computer”, 
“Check  Control”  y el  sistema 
antibloqueo  de  frenos  ABS. 

BMW  5351 

Con  un  potente  motor  de  6 cilindros, 
inyección  L-Jetronic,  que  consigue 
una  aceleración  de  0 a 60  mph  en 
7,7”.  "Check  Control”,  “Digital  Motor 
Electronics  (DME)”,  “Computer”  y el 
sistema  antibloqueo  de  frenos  ABS, 
que  controla  el  posible  bloqueo 
de  las  ruedas  a las  frenadas  más 
violentas,  evitando  deslizamientos  en 
las  condiciones  más  extremas  de 
suelo  y conducción. 

Los  BMW  Serie  5 convierten  la 
acción  de  conducir  en  una  sensación 
única  e irrepetible. 


BMW,  automóviles  alemanes  para 
gente  importante. 

De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 

-AUTO  MANAGEMENT  INC. 

Mayagüez.  Tel.  834-4190 

— MOTOCASA  INC. 

Bayamón.  Tel.  780-0345 


LO  UinMO  EN  nCNOlOGIA 


NUESTRA  PORTADA 


B@LETiN 


Va_79/NUM1  ENERO  1907 


Los  Tres  Santos  Reyes 

Oleo  en  lienzo  por  la  artista  puertorriqueña  María  Eugenia  Lozano 
Palacios.  La  autora  es  estudiante  en  la  Universidad  de  Princeton  donde 
cursa  el  tercer  año  de  un  Bachillerato  en  Humanidades.  Ella  sigue  muy 
de  cerca  el  quehacer  artístico  de  nuestro  país  siendo  sus  favoritos  los 
maestros  Lorenzo  Homar  y Rafael  Tufiño.  En  el  ámbito  del  arte 
universal  no  titubea  en  señalar  a Pablo  Picasso  como  su  preferido. 

María  Eugenia  representa  el  afán  creativo  de  los  jóvenes  puertorri- 
queños, razón  por  la  cual  decidimos  hacer  reconocimiento  a su  obra  y 
presentarla  en  nuestra  portada  al  igual  que  lo  hemos  hecho  con  nuestros 
maestros  de  la  pintura.  Con  ello  pretendemos  enfatizar  la  necesidad  de 
que  la  juventud  lleve  adelante  la  tarea  de  continuar  enriqueciendo 
nuestro  patrimonio  artístico. 

Podemos  decir  que  María  Eugenia  es  casi  autodidacta,  pues  solo  tuvo 
una  breve  experiencia  en  clases  de  pintura  en  la  liga  de  arte  de  Puerto 
Rico.  El  talento  que  se  manifiesta  en  su  obra  ha  sido  desarrollado  en 
base  a su  dedicación,  esfuerzo  y deseo  de  superación.  Entre  sus  temas 
predilectos  está  la  reproducción  pictórica  de  ejemplares  de  la  imaginería 
nativa. 

Gracias  al  trabajo  que  realizan  las  Escuelas  de  Artes  Plásticas  de 
nuestras  universidades  y en  particular  la  Liga  de  Arte  del  Instituto  de 
Cultura  Puertorriqueña,  que  es  nuestro  mejor  recurso,  hay  una  gran 
esperanza  de  lograr  una  buena  cosecha  de  artistas  entre  la  juventud 
nacional. 

La  obra  que  aparece  en  nuestra  portada  pertenece  a la  colección 
privada  de  la  familia  Lozano- Palacios.  Su  reproducción  ha  sido  posible 
gracias  a las  gestiones  del  Dr.  Angel  Luis  Rodríguez-Rosado  de 
Santurce. 


"I  D LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE 


Be  prepared,  Doaor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a survey^'  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
deteaion  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society^’s  Coloreaal  Check 
program  of  professional  and  public 
education  for  the  early  deteaion  of 
colorectal  cancer. 
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A successful  bank 
is  an  essential  partner 
in  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequal  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 


We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 


Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 


Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  coll  our  Institutional 
Banking  Group  at  (809)  751-2527. 
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Un  poso  Qclelonte...  ¡siempre! 

Membef  F.D.I.C.  and  Federal  Reseive  Syftem 


SERIE  200  DE  VOLVO 


¿Por  qué 

la  tradición  prevalece? 


Porque  muchos  saben  que  un  Volvo  es  algo 
más  que  un  diseño  elegante;  es  el  resultado  de 
un  trabajo  cuidadoso  donde  la  tecnología  auto- 
motriz, la  eficiencia  y la  belleza  se  han  integra- 
do para  lograr  un  producto  final  inigualable. 

Sienta  usted  su  extraordinario  funciona- 
miento, su  maniobrabilidad  y su  confort. 
Admire  sus  interiores  y las  atractivas  líneas 
que  forman  el  exterior  del  240.  Analice  su  plan 


de  beneficios  sin  igual. 

Nada  se  compara  a nuestra  tradición  de 
confiabilidad,  seguridad  y servicio.  Por  eso  cada 
día  son  más  los  que  prefieren  continuar  esa 
tradición  que  ha  convertido  a nuestro  Volvo 
240,  en  el  carro  de  todos  los  que  saben 
apreciar  la  excelencia. 

Hay  cosas  que  pasan  y no  dejan  huella  ...  la 
tradición  de  Volvo  prevalece. 


Por  tantas  buenas  razones  , . . 

VOLVO 

Calidad  que  no  se  discute 

Visite  Trébol  Motors  o sus  dealers  autorizados. 

■ 3 años  de  garantía  sin  limite  de  mlllaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  dias  de  la  semana  ■ Servicio  Tele  SOS 


ESTUDIOS  CLINICOS 


— 

! 

Perfil  de  la  Población  Examinada  para 
Anticuerpos  al  HIV,  CLETS*,  1986 

Belén  Elizalde  Sagardfa,  MD,  MPH 


Resumen:  Un  total  de  135  personas  que  solicitaron 

realizarse  la  prueba  de  detección  de  anticuerpos  al  HIV  en 
el  Centro  Latinoamericano  de  Enfermedades  de  Transmi- 
sión Sexual  (CLETS)  durante  los  meses  de  febrero  a abril 
de  1986,  fueron  entrevistados  con  el  propósito  de  conocer 
los  factores  de  riesgo  asociados  al  SIDA  en  dicha  población 
y su  relación  con  el  resultado  obtenido  en  la  prueba,  KIT 
VIRGO  TM  HIV  ELISA,  asi  como  la  prevalencia  de  anti- 
cuerpos al  HIV. 

La  mayoría  de  la  población  fueron  hombres  jóvenes 
homosexuales,  nacidos  en  Puerto  Rico.  El  porciento  global  de 
seropositividad  fue  39.2%,  53.8%  de  las  mujeres  entre- 
vistadas y un  39.7%  de  los  hombres.  Los  drogadictos 
presentaron  el  mayor  número  de  factores  de  riesgo  para  el 
SIDA  y obtuvieron  el  mayor  porciento  de  seropositividad 
(49%).  El  51.8%  de  la  población  se  realizó  la  prueba  por 
curiosidad  o preocupación,  pero  el  porciento  mayor  de 
seropositividad  fue  para  el  grupo  que  se  realizó  la  prueba 
por  presentar  síntomas  asociados  al  SIDA.  El  43%  de  los 
examinados  no  acudió  a recoger  el  resultado  de  la  prueba. 

El  Síndrome  de  Inmunodeficiencia  Adquirida  (SIDA 
o “AIDS”  en  inglés)  es  una  condición  reportada 
por  primera  vez  en  1981  en  las  ciudades  de  Nueva  York  y 
Los  Angeles.  El  agente  etiológico  identificado  es  un 
retrovirus  (HTLV  Ill-virus  linfotrópico  de  las  células  T 
humanas,  llamado  también  LAV-virus  asociado  a linfa- 
denopatías  o como  últimamente  se  le  ha  denominado 
HlV-virusde  la  inmunodeficiencia  humanaf).'’’  El  SIDA 
es  una  condición  en  la  que  se  afecta  la  inmunidad 
mediada  por  las  células  T,  resultado  en  una  linfopenia 
severa  y una  subpoblación  reducida  de  T-linfocitos 
ayudantes.  La  destrucción  de  los  linfocitos  T por  el  virus 
HIV  causa  la  deficiencia  inmune  que  resulta  en  una 
respuesta  deficiente  o reducida  a posteriores  infecciones. 


*Propuesto  por  el  "The  Human  Retrovirus  Subcommittee  of  the 
International  Committe  on  the  Taxonomy  of  Viruses”  (Science  1986; 
232:697) 


f Centro  Latinoamericano  de  Enfermedades  de  Transmisión  Sexual 
Apartado  STD,  Estación  de  Caparra  Heights,  San  Juan.  P.R.  00922 


Consecuentemente  las  infecciones  ocurren  de  forma 
repetida  y severa  y pueden  causar  la  muerte.  En  el  pre- 
sente no  existe  un  tratamiento  exitoso  para  SIDA. 

El  virus  HIV  se  ha  aislado  de  la  sangre,  esperma, 
fluidos  vaginales,  saliva  y lágrimas  de  pacientes  con 
SIDA  o condiciones  asociadas  al  SIDA  aunque  todavía 
no  existe  confirmación  de  transmisión  por  los  dos 
últimos.'* 

Resultados  clínicos,  de  laboratorio  y epidemiológicos 
confirman  que  el  virus  HIV  se  transmite  de  una  persona  a 
otra  a través  del  contacto  sexual  íntimo  y a través  de  jerin- 
guillas contaminadas.  De  igual  forma,  se  ha  demostrado 
también  que  el  agente  infeccioso  puede  entrar  al  orga- 
nismo durante  transfusiones  de  sangre  o componentes 
celulares  de  la  misma,  plasma  o factores  de  coagulación 
no  tratados  por  calor. También  puede  ser  transmitido 
al  feto  en  el  embarazo,  en  el  momento  del  parto  y poco 
tiempo  después  del  nacimiento  a través  de  la  leche 
materna. 

Se  han  identificado  como  grupos  de  riesgo  para  SIDA 
a homosexuales,  bisexuales,  heterosexuales  promiscuos, 
adictos  a droga  intravenosa  y hemofílicos.*’  El 
espectro  clínico  de  la  infección  puede  ser  muy  amplio, 
oscilando  desde  una  forma  subclínica  a una  severa. 

El  test  de  ELISA  (Enzyme-linked  inmunosorbent 
assay)  se  utiliza  para  la  detección  de  anticuerpos  al  viruSi 
HIV  en  suero  o plasma  humanos.  Este  test,  no  es  una 
prueba  para  detectar  el  virus  asociado  al  SIDA  y 
tampoco  es  una  prueba  diagnóstica.  El  test  ELISA  se  ha 
utilizado  en  programas  de  investigación  para  detectar 
anticuerpos  a HIV  en  pacientes  con  SIDA  o con  condi- 
ciones relacionadas  a SIDA,  así  como  en  grupos  de  alto 
riesgo,  encontrándose  valores  de  seropositividad  que 
varían  de  68%-100%  en  pacientes  de  SIDA;  84%-100% 
en  pacientes  con  condiciones  relacionadas  a SIDA;  22%- 
65%  en  hombres  homosexuales;  87%  en  usuarios  de 
droga  intravenosa;  de  un  56%-72%  en  personas  con 
hemofilia  A y en  el  35%  de  mujeres  que  eran  compañeras 
sexuales  de  hombres  con  SIDA.’'*°  En  contraste,  se 
detectaron  anticuerpos  en  menos  de  un  1%  de  personas 
que  no  tenían  conocidos  riesgos  para  SIDA.®’  “ Esto 
nos  indica  que  existe  una  gran  circulación  del  virus  entre 
grupos  de  riesgo  y,  aunque  la  presencia  de  anticuerpos  al 
virus  no  implica  en  la  mayoría  de  los  casos  el  desarrollo 
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del  SIDA  (el  SIDA  es  sólo  uno  de  los  posibles  resultados 
de  la  infección  por  el  virus  HIV)  sí  sugiere  que  la  persona 
ha  sufrido  la  infección  por  el  virus. 

En  Puerto  Rico  no  existen,  en  el  presente,  datos  publi- 
cados sobre  la  prevalencia  de  anticuerpos  al  HIV  en 
grupos  de  alto  riesgo.  La  prueba  de  detección  de  anticuer- 
pos al  HIV,  está  disponible  en  laboratorios  privados  (por 
ejemplo  Caparra,  Las  Marías,  Laboratorio  Endocrino- 
lógico)  y de  asistencia  pública  (Banco  de  Sangre  de  la 
Cruz  Roja,  Centro  Latinoamericano  de  Enfermedades  de 
Transmisión  Sexual  [CLETS].  Con  el  fin  de  aumentar  el 
conocimiento  que  existe  sobre  el  SIDA  en  Puerto  Rico  y 
dado  que  la  población  que  solicita  realizarse  la  prueba  en 
el  CLETS  son,  en  su  mayoría,  personas  pertenecientes  a 
grupos  de  alto  riesgo  para  SIDA,  este  estudio  tiene  el 
propósito  de  hallar  la  prevalencia  de  anticuerpos  al  HIV 
en  dicha  población  y de  identificar  en  la  misma  la 
presencia  de  factores  de  riesgo  para  el  SIDA  y su  relación 
con  el  resultado  obtenido  en  la  prueba.  Así  mismo,  al 
tratarse  de  un  estudio  exploratorio,  se  espera  sirva  como 
base  a futuros  trabajos  de  investigación. 

METODO 

Población 

La  población  de  estudio  fueron  todas  las  personas  que 
solicitaron  realizarse  la  prueba  de  detección  de  anti- 
cuerpos al  virus  HIV  durante  los  mesés  de  febrero  a abril 
de  1986  en  la  clínica  nocturna  del  CLETS.  La  población 
que  acude  a este  Centro  son,  en  su  mayoría,  personas  de 
bajo  status  socioeconómico,  de  gran  actividad  sexual, 
adictos  y prostitutas.  El  Centro  atiende  también  a per- 
sonas provenientes  de  Instituciones  Penitenciarias  y de 
Centros  de  Desintoxicación  de  adictos. 

La  realización  de  la  prueba  en  la  clínica  nocturna  fue 
anunciada  días  antes  de  su  establecimiento  a través  de  los 
medio  de  comunicación. 

Antes  de  la  realización  de  la  prueba,  las  personas  que 
solicitaron  hacérsela  fueron  sometidos,  individualmente, 
a una  pre-consejería  por  profesionales  de  la  salud  partici- 
pantes en  la  clínica,  acerca  del  propósito,  la  utilización  y 
el  significado  de  resultados  positivos  o negativos.  Se  les 
indicó  que  los  resultados  estarían  disponibles  15  días  más 
tarde. 

Un  total  de  144  personas  se  sometieron  a la  prueba. 
Ocho  de  las  muestras  resultaron  tener  la  sangre  lipémica, 
lo  que  hacía  necesario  repetir  la  prueba  para  obtener  un 
resultado  confiable.  Ninguna  de  estas  personas  volvió  a 
la  clínica  para  ofrecer  una  segunda  muestra.  Una  persona 
no  quiso  participar  en  el  estudio.  Así  pues,  la  población 
participante  fue  de  135  personas  (93.7%  de  los  que 
acudieron  a la  clínica). 

Una  vez  tomada  la  muestra  de  sangre,  y antes  de 
conocer  el  resultado  de  la  prueba,  se  realizó  una  entre- 
vista a cada  uno  de  los  participantes,  utilizando  un  cues- 
tionario de  preguntas,  que  fue  primeramente  probado 
durante  quince  días  y posteriormente  validado.  Todas  las 
entrevistas  fueron  realizadas  por  la  autora,  que  en 
ninguno  de  los  casos  tomó  parte  en  la  pre-consejería. 

El  cuestionario  constaba  de  un  total  de  40  preguntas 
divididas  en  las  siguientes  partes;  perfil  sociodemográ- 
fico,  datos  referentes  a pertenencia  a algún  grupo  de 


riesgo  para  SIDA,  datos  referentes  a la  conducta  sexual 
(específicas  según  la  preferencia  sexual  que  manifestara 
tener  la  persona)  y datos  referentes  a prácticas 
relacionadas  con  adicción  a droga  intravenosa.  Todas  las 
preguntas  eran  de  selección  múltiple  excepto  las 
referentes  a datos  demográficos  y al  número  de 
compañeros  sexuales  en  los  últimos  cinco  años.  El 
cálculo  de  estos  se  realizó  mediante  preguntas  en  las  que 
se  determinaba  si  la  persona  había  tenido  durante  este 
tiempo  algún  compañero/a  estable  y durante  cuánto 
tiempo,  cuántos  compañeros/as  promedio  tenía  al  mes,  a 
la  semana,...  etc.  La  entrevista  tenía  un  promedio 
aproximado  de  duración  de  10  minutos. 

Prueba 

El  test  de  ELISA  HIV  es  una  prueba  inmunosorbente 
ligada  a enzimas  que  utiliza  una  preparación  purificada 
de  virus  inactivado  HIV  como  sustrato  para  la  detección 
de  anticuerpos  circulantes  a HIV  en  plasma  o suero 
humano.  La  medida  de  anticuerpos  se  realiza  por 
colorimetría. 

En  Puerto  Rico  comenzó  a realizarse  la  prueba  en  el 
Banco  de  Sangre  de  la  Cruz  Roja  en  Abril  de  1985.  En  el 
CLETS  se  realiza  desde  Septiembre  del  mismo  año.  Allí 
se  emplea  el  KIT  VIRGO  TM  HIV  ELISA  (Electro- 
nuclepnics),  el  cual  provee  las  placas  para  microensayo 
con  antigeno  viral,  las  muestras  de  control  así  como  los 
reactivos  necesarios  para  la  detección  de  anticuerpos  a 
HIV.  El  test  es  altamente  sensible  (99.6%)  y específico 
(99.2%).“ 

Cuando  el  índice  de  absorbancia  obtenido  en  la  prueba 
es  igual  o mayor  a 0.1,  el  test  se  considera  reactivo 
(positivo)  y en  este  caso  la  prueba  se  realiza  por  dupli- 
cado, usando  una  dilución  fresca  de  la  muestra  original, 
con  la  finalidad  de  confirmar  el  resultado.  En  el  CLETS 
no  se  realiza  prueba  confirmatoria  mediante  la  técnica  de 
Western  Blot. 

Resultados 

Los  datos  demográficos  de  la  población  de  estudio  se 
presentan  en  la  Tabla  1.  La  mayoría  de  la  población  que 
solicitó  realizarse  la  prueba  fueron  hombres  jóvenes 
puertorriqueños. 

La  distribución  de  la  población  de  estudio  según  el 
grupo  de  riesgo  fue  de  55  homosexuales  hombres 
(40.7%);  25  heterosexuales  (17  hombres  y 8 mujeres) 


TABLA  I 


Características  Demográficas  de  la  Población  que  se  Sometió 
a la  Prueba  de  Detección  de  anticuerpos  al  HIV  en  el  CLETS, 
Febrero  a Abril  de  1986 

Población  Total 

: 144  personas 

Población  Participante 

: 135  personas:  hombres:  122  (90.4%) 
mujeres:  13  (9.6%) 

Edad  Promedio 

: 30  años 

Origen 

: 80%  puertorriqueños 

20%  estadounidenses,  cubanos, 
dominicanos,  venezolanos 

Residencia 

: 98.6%  en  Puerto  Rico 

76. 2%  en  el  área  metropolitana  de  San  Juan 
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(18.5%);  17  bisexuales  hombres  (12.6%);  36  heterosexua- 
les drogadictos  (32  hombres  y 4 mujeres)  26.7%);  1 
bisexual  drogadicto  (0.7%)  y 1 homosexual  drogadicto 
(0.7%).  El  mayor  grupo  en  la  población  que  solicitó  reali- 
zarse la  prueba  fueron  homosexuales. 

Para  la  variable  número  de  parejos  sexuales  con  los  que 
mantuvieron  relación  sexual  en  los  últimos  cinco  años  se 
han  tenido  en  cuenta  la  media,  la  mediana  y el  rango 
(Tabla  II).  La  discrepancia  entre  la  media  y la  mediana 
con  respecto  al  número  de  parejos  sexuales  se  debe  al 
efecto  que  los  valores  extremos  ejercen  sobre  la  media. 
Llama  la  atención  que  la  mediana  de  parejos  sexuales 
para  heterosexuales  drogadictos,  tanto  de  hombres  como 
de  mujeres,  es  mayor  que  la  de  los  grupos  restantes, 
seguida  por  la  de  homosexuales,  que  a su  vez,  es  muy 
superior  a la  de  bisexuales  y heterosexuales  no  adictos. 

En  cuanto  a las  variables  que  describen  las  relaciones 
sexuales  mantenidas  por  los  diferentes  grupos  de  riesgo 
con  personas  diagnosticadas  de  SIDA,  drogadictaso  con 
personas  HlV-positivas  (personas  que  han  obtenido 
resultado  positivo  en  la  prueba  de  detección  de  anti- 
cuerpos al  HIV),  destaca  el  hecho  de  que  una  elevada 
proporción  de  mujeres  (el  75%)  mantuvo  relaciones 
sexuales  con  hombres  drogadictos  y que  el  37.5%  de  las 
mujeres  había  mantenido  relaciones  sexuales  con 
hombres  diagnosticados  de  SIDA. 

Un  25%  de  los  hombres  drogadictos  afirmó  haber 
compartido  en  más  de  una  ocasión  jeringuillas  con 
alguna  persona  diagnosticada  de  SIDA. 


El  50%  de  los  drogadictos  indicó  haber  tenido  alguna 
vez  relación  sexual  con  prostitutas.  Lo  mismo  indicó  el 
47%  de  los  heterosexuales  no  drogadictos  y el  41.1%  de 
los  bisexuales. 

En  cuanto  al  uso  del  condón,  el  2.4%  de  la  población 
masculina  afirmó  utilizarlo  en  sus  relaciones  sexuales. 
Ninguno  de  los  homosexuales  indicó  utilizarlo. 

Los  motivos  indicados  por  las  personas  para  realizarse 
la  prueba  fueron:  curiosidad  o preocupación  (51.9%); 
presencia  de  síntomas  asociados  a SIDA  (19.3%);  haber 
mantenido  relación  sexual  con  alguna  persona  HIV- 
positiva,  diagnosticada  de  SIDA  o con  presencia  de 
síntomas  asociados  a SIDA  (14.8%)  y otros  motivos 
(14%).  La  preocupación  o curiosidad  fue  el  motivo  más 
frecuente  para  todos  los  grupos  de  riesgo  excepto  para  los 
heterosexuales  no  adictos,  que  asistieron  principalmente 
por  haber  mantenido  relación  sexual  con  alguna  persona 
HlV-positiva,  diagnosticada  de  SIDA  o con  presencia  de 
síntomas  asociados  a SIDA. 

Los  datos  referentes  a la  distribución  del  resultado 
obtenido  en  la  prueba  por  grupo  de  riesgo  se  presentan  en 
la  Tabla  III.  El  porciento  global  de  positividad  de  la 
población  fue  39.2%.  El  49%  de  los  resultados  positivos 
correspondió  al  grupo  de  los  heterosexuales  adictos  y un 
37.7%  al  de  los  homosexuales. 

El  grupo  de  riesgo  que  presentó  mayor  abundancia  de 
factores  de  riesgo  para  SIDA  fue  el  de  los  drogadictos: 
número  de  parejos  sexuales  (Tabla  11),  relación  sexual 
con  otras  personas  adictas  (el  40.6%  de  los  hombres  y el 


TABLA  II 


Número  de  Parejos  Sexuales  en  los  Ultimos  Cinco  Años  por  Grupo  de  Riesgo  y Sexo 
Población  examinada  para  anticuerpos  al  HIV,  CLETS,  1986 


Homosexuales 

Bisexuales 

Heterosexuales 

Heterosexuales  Drogadictos 

Hombres 

Hombres 

Hombres 

Mujeres 

Hombres 

Mujeres 

■ 

X‘  = 36.8 

X = 93.6 

X‘  = 81.4 

X = 1.2 

X = 39.8 

X = 1824.5 

Números  de  Parejos 
Sexuales 

Md^  = 40.5 

Md  = 5 

Md  = 4.5 

Md  = 0.5 

Md  = 60 

Md  = 914 

R’  = 1-208 

R = 0-1462 

R = 0-780; 

R = 0-4 

R = 0-260; 

R = 3-5465 

‘X=meclia 

*Md=mediana 

’R=rango 


TABLA  III 


Distribución  del  Resultado  de  la  Prueba  Según  Grupo  de  Riesgo 
Población  examinada  para  anticuerpos  al  HIV,  CLETS,  1986 


Homosexual 

Bisexual 

Heterosexual 

Heterosexual 

Drogadicto 

Homosexual 

Drogadicto 

Bisexual 

Drogadicto 

Total 

Resultado 

Positivo 

20 

2 

3 

26 

1 

1 

53 

(36.4%)* 

(11.8%) 

(12%) 

(72.2%) 

(39.2%) 

Negativo 

35 

15 

22 

10 

0 

0 

82 

(63.6%) 

(88.2%) 

(88%) 

(27.8%) 

(60.8%) 

Total 

55 

17 

25 

36 

1 

1 

135 

(40.7%)+ 

(12.6%) 

(18.6%) 

(26.7%) 

(0.7%) 

(0.7%) 

(100%) 

Leyenda: 

• % del  total  de  la  columna 
+ % del  total  de  la  hilera 
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75%  de  las  mujeres),  intercambio  de  jeringuillas  con 
pacientes  diagnosticados  de  SIDA  (el  25%),  y relación 
sexual  con  prostitutas  (el  50%). 

La  distribución  del  resultado  obtenido  en  la  prueba 
según  sexo  fue  de  un  53.8%  de  seropositividad  en  las 
mujeres  versus  un  39.7%  en  los  hombres.  De  un  total  de  7 
resultados  positivos  en  la  población  femenina,  5 de  ellos 
(71.4%)  correspondían  a mujeres  drogadictas. 

No  se  encontraron  diferencias  en  positividad,  ni  para  la 
población  general  ni  para  cada  uno  de  los  grupos  de 
riesgo,  que  se  pudieran  explicar  por  la  distribución  de 
ninguna  de  las  siguientes  variables  de  estudio:  años  de 
homosexualidad,  años  de  drogadicción,  número  de 
parejos  sexuales  en  los  últimos  cinco  años,  haber 
mantenido  relación  sexual  con  persona  HlV-positiva  o 
diagnosticada  de  SIDA  o con  persona  drogadicta,  haber 
intercambiado  jeringuillas  con  adicto  HlV-positivo  o con 
adicto  diagnosticado  de  SIDA,  haber  mantenido  relación 
sexual  con  prostitutas,  haber  utilizado  el  condón  o el  tipo 
de  participación  activa  o pasiva  en  relaciones  homo- 
sexuales. 

La  población  que  se  realizó  la  prueba  se  agrupó,  para 
objeto  de  análisis,  en  cuatro  grupos  de  riesgo:  homose- 
xuales, bisexuales,  heterosexuales  no  adictos  y heterose- 
xuales adictos  sin  diferenciar  por  sexo  debido  al  escaso 
número  de  mujeres  en  cada  uno  de  los  grupos.  La 
proporción  de  resultados  positivos  en  la  prueba  no  se 
distribuyó  homogéneamente  en  los  grupos  de  riesgo 

TABLA  IV 


Comparación  del  Riesgo  de  Obtener  una  Prueba  Positiva, 
para  Distintos  Grupos  de  Riesgo 
Población  Examinada  para  Anticuerpos  al  HIV,  CLETS,  1986 

Grupos  de  riesgos  Comparación  de  riesgo 


Heterosexual  adicto  versus  bisexual  no  adicto  19.5:1 

Heterosexual  adicto  versus  heterosexual  no  adicto  19.1:1 

Heterosexual  adicto  versus  homosexual  no  adicto  4.6:1 

Homosexual  no  adicto  versus  heterosexual  no  adicto  4.2:1 


mencionados  (p<0.05).  Los  drogadictos  presentaron  un 
porciento  de  seropositividad  superior  al  resto  de  los 
grupos  (p<0.05).  De  igual  forma  los  homosexuales 
presentaron  un  porciento  de  seropositividad  superior  a la 
de  los  heterosexuales  (p<0.05)  y similar  a la  de  los 
bisexuales.  Heterosexuales  y bisexuales  se  comportaron 
similarmente  con  respecto  al  resultado  de  la  prueba. 

Se  utilizó  como  medida  de  riesgo  la  discrepancia  u 
“Odds  ratio”  en  aquellos  grupos  que  presentaron  dife- 
rencias en  cuanto  a sus  positividades  (Tabla  IV).  No  hubo 
que  hacer  intervalos  de  confianza  pues  se  analizó  la 
población  completa.  Si  hacemos  una  clasificación  orde- 
nada de  mayor  a menor  riesgo  de  positividad  en  la 
prueba,  para  los  grupos  que  presentaron  porcientos 
diferentes  de  seropositividad,  nos  encontramos  con  que 
el  grupo  de  mayor  riesgo  es  el  de  los  heterosexuales 
adictos  seguido  del  de  los  homosexuales  y finalmente 
bisexuales  y heterosexuales. 

En  cuanto  al  motivo  para  realizarse  la  prueba  y su 
relación  con  el  resultado  de  la  prueba,  se  observa  que 
aunque  el  motivo  más  frecuente  fue  el  de  curiosidad  o i 
preocupación,  el  porciento  de  seropositividad  mayor  lo 
obtuvieron  aquellas  personas  que  solicitaron  realizarse  la 
prueba  por  presentar  síntomas  asociados  a SIDA 
(61.5%).  (Tabla  V). 

Casi  la  mitad  (el  43%)  de  las  personas  que  se 
sometieron  a la  prueba  no  acudieron  a recoger  el 
resultado. 

Discusión 

Tal  y como  se  esperaba,  las  personas  que  solicitaron 
realizarse  la  prueba  de  detección  de  anticuerpos  a HIV  en 
la  clínica  nocturna  del  CLETS,  presentaban  la  mayoría 
algún  factor  de  riesgo  para  SIDA. 

La  colaboración  fue  muy  diferente  entre  el  grupo  de 
homosexuales  y el  de  los  drogadictos.  Los  homosexuales 
contestaban  las  preguntas  clara  y abiertamente  y su 
disposición  fue  en  la  mayoría  de  los  casos  muy  buena. 


TABLA  V 


Distribución  del  Resultado  Obtenido  en  la  Prueba  Según  el  Motivo  de  Realización  de  la  Misma 
Población  examinada  para  anticuerpos  al  HIV,  CLETS,  1986 


Curiosidad  o 
preocupación 

Presencia  de  síntomas 
asociados  a SIDA 

Relación  sexual  con:  HIV  +,  • 
diagnosticada  de  SIDA  o con 
presencia  de  síntomas 
asociados  a SIDA 

Otro 

Total 

Resultado 

Positivo 

23 

16 

4 

10 

53 

(32. 8%)** 

(61.5%) 

(20%) 

(52.6%) 

(39.2%) 

Negativo 

47 

10 

16 

9 

82 

(67.2%) 

(38.5%) 

(80%) 

(47.4%) 

(60.8%) 

Total 

70 

26 

20 

19 

135 

(51.8%)*** 

(19.3%) 

(14.8%) 

(14.1%) 

(100%) 

Leyenda: 

*Persona  que  ha  obtenido  resultado  positivo  en  la  prueba  de  detección  de  anticuerpos  al 
**  % del  total  de  la  columna 

HIV 

*♦*  % del  total  de  la  hilera 
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El  porciento  global  de  seropositividad  para  toda  la 
población  de  estudio  fue  un  valor  muy  superior  al 
encontrado  en  los  donantes  de  sangre  de  la  Cruz  Roja,  a 
los  que  se  les  realiza  también  la  prueba,  que  presentaron, 
para  el  mismo  período  de  tiempo,  un  porciento  de  sero- 
positividad de  0.58%.'^  La  discrepancia  entre  ambos 
valores  se  puede  explicar  teniendo  en  cuenta  que  la 
población  que  se  realizó  la  prueba  en  el  CLETS  pertene- 
cía mayoritariamente  a alguno  de  los  grupos  de  alto 
riesgo  y acudían  a la  clínica  nocturna  por  algún  motivo  de 
preocupación,  curiosidad,  presencia  de  síntomas  u otros, 
mientras  que  la  población  tamizada  en  el  Banco  de 
Sangre  no  poseía  estas  características. 

El  hecho  de  que  el  porciento  de  seropositividad  mayor 
fuera  para  la  población  femenina,  contrario  al  que  se  ha 
observado  en  el  Banco  de  Sangre  de  la  Cruz  Roja,  donde 
se  han  encontrado  porcientos  de  seropositividad  de  77% 
en  hombres  y 23%  en  mujeres,  no  nos  permite  hacer 
conclusiones  debido  a las  características  especiales  de  la 
población  de  estudio  y al  reducido  número  de  mujeres 
que  solicitaron  realizarse  la  prueba.*^ 

El  porciento  mayor  de  seropositividad  lo  obtuvo  el 
grupo  de  los  drogadictos  y esto,  en  alguna  medida,  puede 
explicarse  teniendo  en  cuenta  que  este  mismo  grupo  es  el 
que  presentó  mayor  abundancia  de  factores  de  riesgo 
para  SIDA. 

En  cuanto  al  tipo  de  participación  de  los  homosexuales 
en  sus  relaciones,  se  hizo  énfasis  en  la  entrevista  en  que 
indicaran  exactamente  si  su  participación  era  sólo  activa, 
sólo  pasiva  o indistintamente  una  que  otra.  Se  pensó  que 
el  hecho  de  tener  un  tipo  de  participación  u otra  traería 
diferencias  en  el  resultado  de  la  prueba,  sin  embargo,  no 
fue  así.  Hay  que  tener  en  cuenta,  no  obstante  que 
probablemente  pudo  haber  falta  de  sinceridad  en  algunas 
de  las  respuestas. 

El  hecho  de  que  la  minoría  de  la  población  masculina, 
y concretamente  ningún  homosexual,  utilizara  el  condón 
indica  que  a pesar  del  énfasis  que  se  realiza  en  el  uso  del 
preservativo  como  una  de  las  medidas  de  prevención  para 
SIDA,  la  población  de  más  riesgo  no  lo  está  utilizando. 

A través  de  la  entrevista  y mediante  preguntas  formu- 
ladas por  los  entrevistados  y por  el  propio  entrevistador 
se  pudo  observar  que  las  personas  tenían,  en  su  gran 
mayoría,  conocimientos  claros  sobre  el  SIDA,  la  prueba 
y lo  que  significaba  el  resultado.  La  mayoría  de  la 
población  de  estudio  indicó  sentirse  más  tranquilos  y 
confiados  tras  la  pre-consejería,  aunque  el  hecho  de  que  el 
tiempo  transcurrido  entre  la  realización  de  la  prueba  y la 
entrega  del  resultado  sea  como  mínimo  de  15  días  puede 
ser  uno  de  los  factores  que  explique  el  que  muchas 
personas  en  este  período  de  tiempo  sienten  inquietud,  y 
miedo,  y prefieran  no  conocer  su  resultado. 
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Summary:  From  February  to  April  1986,  135  people 

requested  to  be  tested  for  HIV  antibodies  at  the  Latin- 
american  Center  for  Sexually  Transmitted  Diseases 
(CLETS,  in  Spanish).  They  were  interviewed  in  order  to 
determine  both  the  risk  factors  linked  to  AIDS  and  their 
relation  with  the  results  obtained  from  the  test,  as  well  as 
the  prevalence  of  antibodies  to  HIV  (tested  with  VIRGO  TM 
KIT-HIV  ELISA). 

Most  of  the  population  examined  consisted  of  young 
Puertorican  homosexual  males.  It  was  found  that  39.2%  of 
the  group  was  seropositive  (53.8%  of  the  females  and 
39.7%  of  the  males).  Drug  addicts  composed  the  group  with 
greater  number  of  risk  factors  linked  to  AIDS  and  they 
showed  the  greatest  percentage  of  sero  positivity, — 49% — . 

Curiosity  and  concern  were  the  main  reasons  for 
requesting  the  test,  — 51.8%  of  the  cases — , however  the 
greatest  percentage  of  sero  positivity  was  found  in  the 
group  which  showed  symptoms  linked  to  AIDS.  Only  43% 
of  tested  persons  returned  to  clinic  to  obtain  the  result  of  the 
blood  test. 
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Potent  parenteral 
corticosteroid 
therapy  need  not  be 
a two-edged  sword 

Injectable 

Dalalone  D.P’ 

(Dexamethasone  acetate)  16  mg/ml 


Potency  with  fewer  patient  penaities 


Minimal  sodium  retention'^— a critical 
factor  in  patients  with  hypertension  or 
cardiovascular  disease 


DdldlOnO  D.P  Injectable 

(Dexamethasone  acetate)  16  mg/ml 

High  potency  with  fewer  penalties  for  the 
arthritic,  orthopedic  or  allergic  patient 
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No  injectable  corticosteroid  delivers  a 
higher  hydrocortisone  equivalency  per 
1 ml  injection"'— ideal  for  joints  and  other 
restricted  areas 

Rapid  onset  of  action^— low  incidence  of 
crystal-induced  synovitis 
Lower  incidence  of  tissue  necrosis  and 
site-associated  side  effects^  than  with 
other  corticosteroid  esters 
Long  duration  of  activity^— permits  fewer 
injections,  to  further  reduce  trauma  at 
iniection  site 
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DALALONED.P.®(Dexamethasone  Acetate  Injectable/Forest) 

HOW  SUPPLIED:  Multiple  (Jose  vials  of  5 ml  an(j  1 ml,  each  ml  containing  cJexamethasone  acetate  equivalent 
todexamethasone16mg 

CONTRAINDICATIONS:  Systemicfungal  Infections 

WARNINGS:  DO  NOT  INJECT  INTRAVENOUSLY.  In  patients  on  corticosteroid  therapy  subjected  to  any  un- 
usual stress,  increased  dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful  situa- 
tion is  indicated.  Corticosteroids  may  mask  some  signs  of  infection,  and  new  infections  may  appear  during 
their  use  There  may  be  decreased  resistance  and  inability  to  localize  infection  when  corticosteroids  are 
used. 

Prolonged  use  of  corticosteroids  may  produce  posterior  subcapsular  cataracts,  glaucoma  with  possible 
damage  to  the  optic  nerves,  and  may  enhance  the  establishment  of  secondary  ocular  infections  due  to  fungi 
or  viruses. 

Usage  in  pregnancy.  Since  adequate  human  reproduction  studies  have  not  been  done  with  corticosteroids, 
the  use  of  these  drugs  in  pregnancy,  nursing  mothers,  or  women  of  childbearing  potential  requires  that  the 
possible  benefits  of  the  drug  be  weighed  against  the  potential  hazards  to  the  mother  and  embryo  or  fetus.  In- 
fants born  of  mothers  who  have  received  substantial  doses  of  corticosteroids  during  pregnancy  should  be 
carefully  observed  for  signs  of  hypoadrenalism. 

Average  and  large  doses  of  cortisone  or  hydrocortisone  can  cause  elevation  of  blood  pressure,  salt  and  water 
retention,  and  increased  excretion  of  potassium.  These  effects  are  less  likely  to  occur  with  the  synthetic  de- 
rivatives except  when  used  in  large  doses.  Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  All  corticosteroids  increase  calcium  excretion. 

While  on  corticosteroid  therapy  patients  should  not  be  vaccinated  against  smallpox.  Other  immunization 
procedures  should  not  be  uncJertaken  in  patients  who  are  on  corticosteroids,  especially  in  high  doses,  be- 
cause of  possible  hazards  of  neurologic  complications  and  lack  of  antibody  response. 

If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reactivity,  close  observation 
is  necessary  as  reactivation  of  the  disease  may  occur.  During  prolonged  corticosteroid  therapy,  these  pa- 
tients should  receive  chemoprophylaxis. 

Because  rare  instances  of  anaphylactoid  reactions  have  occurred  in  patients  receiving  parenteral  cortico- 
steroid therapy,  appropriate  precautionary  measures  should  be  taken  prior  to  administration,  especially 
when  the  patient  has  a history  of  allergy  to  any  drug. 

Corticosteroids  may  suppress  reactions  to  skin  tests. 

Repository  adrenocorticosteroid  preparations  may  cause  atrophy  at  the  site  of  injection.  To  minimize  the 
likelihood  and/or  severity  of  atrophy,  do  not  inject  subcutaneously,  avoid  injection  into  the  deltoid  muscle, 
and  avoid  repeated  intramuscular  injections  into  the  same  site  if  possible 
Dosage  in  children  under  12  has  not  been  established. 

PRECAUTIONS:  DALALONE  D , P suspension  is  not  recommended  as  initial  therapy  in  acute,  life-threatening 
situations 

This  product,  like  many  other  steroid  formulations,  is  sensitive  to  heat.  Therefore,  it  should  not  be  autoclaved 
when  it  is  desirable  to  sterilize  the  exterior  of  the  vial. 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual  reduction  of  dosage. 
This  type  of  relative  insufficiency  may  persist  for  months  after  discontinuance  of  therapy;  therefore,  in  any 
situation  of  stress  occurring  during  triat  period,  hormone  therapy  should  be  reinstituted.  If  the  patient  is  re- 
ceiving steroids  already,  the  dosage  may  have  to  be  increased.  Since  mineralocorticoid  secretion  may  be  im- 
paired, salt  and/or  a mineralocorticoid  should  be  administered  concurrently. 

There  is  an  enhanced  effect  of  corticosteroids  in  patients  with  hypothyroidism  and  in  those  with  cirrhosis. 
Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex  for  fear  of  corneal  ulcera- 
tion and  perforation 

Psychic  derangements  may  appear  when  corticosteroids  are  used,  ranging  from  euphoria,  insomnia,  mood 
swings,  personality  changes,  and  severe  depression  to  frank  psychotic  manifestations.  Also,  existing  emo- 
tional instability  or  psychotic  tendencies  may  be  aggravated  by  corticosteroids. 

Aspirin  should  be  used  cautiously  in  conjunction  with  corticosteroids  in  hypoprothrombinemia. 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a probability  of  impending 
perforation,  abscess  or  other  pyogenic  infection;  also  in  diverticulitis,  fresh  intestinal  anastomoses,  active 
or  latent  peptic  ulcer,  renal  insufficiency,  hypertension,  osteoporosis,  and  myasthenia  gravis.  Fat  embolism 
has  been  reported  as  a possible  complication  of  hypercortisonism. 

An  ulcer  regimen  including  an  antacid  should  be  considered  as  a prophylactic  measure  during  prolonged 
therapy. 

Growth  and  development  of  Infants  and  children  on  prolonged  corticosteroid  therapy  should  be  carefully  fol- 
lowed 

Steroids  may  increase  or  decrease  motility  and  number  of  spermatozoa  in  some  patients. 

Since  phenytoin,  phenobarbifal,  ephedrine  and  rifampin  may  alter  cortisol  metabolism,  glucocorticoid  dos- 
age adjustments  may  be  required  when  any  of  these  substances  is  started  or  stopped 
The  prothrombin  time  should  be  checked  frequently  in  patients  who  are  receiving  corticosteroids  and 
coumarin  anticoagulants  at  the  same  time  because  of  reports  that  corticosteroids  have  altered  the  response 
to  these  anticoagulants.  There  are  some  reports  of  potentiation:  others  of  inhibition. 

Intra-articular  injection  of  a corticosteroid  may  produce  systemic  as  well  as  local  effects. 

Appropriate  examination  of  any  joint  fluid  present  is  necessary  to  exclude  a septic  process. 

A marked  increase  in  pain  accompanied  by  local  swelling,  further  restriction  of  joint  motion,  fever,  and 
malaise  are  suggestive  of  septic  arthritis.  If  this  complication  occurs  and  the  diagnosis  ot  sepsis  is  con- 
firmed, appropriate  antimicrobial  therapy  should  be  instituted. 

Local  injection  ot  a steroid  into  an  infected  site  is  to  be  avoided , 

Corticosteroids  should  not  be  injected  into  unstable  joints. 

Patients  should  be  impressed  strongly  with  the  importance  of  not  overusing  joints  in  which  symptomatic 
benefit  has  been  obtained  as  long  as  the  inflammatory  process  remains  active, 

ADVERSE  REACTIONS: 

1.  Fluid  and  electrolyte  disturbances:  Sodium  retention:  Fluid  retention:  Congestive  heart  failure  in  sus- 
ceptible patients:  Potassium  loss;  Flypokalemic  alkalosis:  Flypertension;  Hypotensive  or  shock-like  reaction 

2.  Musculoskeletal:  Muscle  weakness;  Steroid  myopathy:  Loss  of  muscle  mass;  Osteoporosis:  Vertebral 
compression  fractures:  Aseptic  necrosis  of  femoral  and  humeral  heads;  F%thologic  fracture  of  long  bones, 

3.  Gastrointestinal:  Peptic  ulcer  with  possible  subsequent  perforation  and  hemorrhage;  Pancreatitis;  Ab- 
dominal distention;  Ulcerative  esophagitis. 

4.  Dermatologic:  Impaired  wound  healing;  Thin  fragile  skin:  Petechiae  and  ecchymoses;  Erythema;  In- 
creased sweating:  Other  cutaneous  reactions. 

5.  Neurologic:  Convulsions;  Increased  intracranial  pressure  with  papilledema  (pseudotumor  cerebri)  usu- 
ally after  treatment;  Vertigo : Headache. 

6.  Endocrine:  Menstrual  irregularities;  Development  of  Cushingoid  state;  Suppression  of  growth  in  chil- 
dren: Secondary  adrenocortical  and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness;  Decreased  carbohydrate  tolerance;  Manifestations  of  latent  diabetes  mellitus;  Increased 
requirements  for  insulin  or  orai  hypoglycemic  agents  in  diabetics 

7.  Ophthalmic:  Posterior  subcapsular  cataracts:  Increased  intraocular  pressure;  Glaucoma;  Exophthal- 
mos. 

8.  Metabolic;  Negative  nitrogen  balance  due  to  protein  catabolism. 

9.  Other:  Hypersensitivity:  Thromboembolism;Weight  gain;  Increased  appetite;  Nausea;  Malaise 
The  following  additional  adverse  reactions  are  related  to  parenteral  corticosteroid  therapy: 

Rare  instances  of  blindness  associated  with  intralesional  therapy  around  the  face  and  head ; Hyperpigmenta- 
tion or  hypopig mentation;  Subcutaneous  and  cutaneous  atrophy;  Sterile  abscess;  Postinjection  flare  (iol- 
lowing  Intra-articular  use):  Charcot-like  arthropathy;  Scarring:  Induration;  Inflammation;  Paresthesia;  Ec- 
chymosis;  Delayed  pain  or  soreness;  Muscle  twitching,  ataxia,  hiccups  and  nystagmus  have  been  reported 
in  low  incidence  after  injection  of  Dexamethasone  Acetate  suspension 

DRUG  ABUSE  AND  DEPENDENCE:  (See  MMN/VfiVGSsecf/orU 

OVERDOSAGE:  (See  ADVERSE  flfACT/O/VSsectortf, 

See  package  insert  tor  full  product  information 
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flourished 
during  the  first 
half  of  the 
20th  century/' 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
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Cerebral  Hemorrhagic  Infarcts: 

An  Autopsy  Study  of  76  Cases 
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Abstract:  The  majority  of  cerebral  hemorrhagic  infarcts 

are  throught  to  have  an  embolic  origin.  Because  embolism, 
in  some  instances,  is  a preventable  phenomenon,  the 
diagnosis  of  hemorrhagic  infarct  bears  important  thera- 
peutic implications.  This  study  was  designed  to  delineate 
anatomical  correlations  between  the  site  and  shape  of  an 
infarct  and  the  existence  of  a source  of  emboli.  Seventy-six 
autopsied  patients  with  cerebral  hemorrhagic  infarcts  were 
studied.  In  41  of  these  cases,  the  infarcts  were  in  the  distri- 
bution of  multiple  arteries  or  in  the  territory  of  a vessel 
other  than  the  middle  cerebral  artery.  Infarcts  in  these 
cases  were  small,  multiple,  confluent  at  times,  having  no 
predilection  for  white  or  gray  matter,  and  commonly 
attributed  to  nonembolic  causes.  Thirty  infarcts  were 
restricted  to  middle  cerebral  artery  distribution;  these 
lesions  were  large  and  continuous,  affected  gray  more  than 
white  matter,  and  were  often  attributed  to  embolism.  We 
conclude  that  the  majority  of  brain  hemorrhagic  infarcts 
coming  to  autopsy  are  not  embolic  and  that  the  distribution 
and  morphological  characteristics  of  these  lesions  can  be 
useful  in  predicting  the  likelihood  of  an  embolic  source. 


Cerebral  hemorrhagic  infarcts  are  a well-defined 
pathological  entity.  It  is  thought  that  most  of  them 
have  an  embolic  origin.'  New  strides  in  surgery  and 
anticoagulation  have  made  embolism,  in  some  instances, 
a preventable  phenomenon.  Thus,  the  diagnosis  of 
hemorrhagic  infarct  bears  great  importance  to  the 
clinician  because  of  the  potential  for  treatment  of  the 
embolic  source. 

The  present  study  was  undertaken  to  describe  the 
anatomical  correlation  between  the  site  and  shape  of  an 
infarct  and  the  existence  of  a source  of  emboli.  Our 
autopsy  series  includes  hemorrhagic  infarcts  irrespective 
of  whether  the  pathogenesis  was  arterial,  venous,  or 
unknown.  It  is  in  this  nonselective  manner  that  patients 
are  seen  by  clinicians.  We,  therefore,  hope  that  this  series 
is  representative  of  their  experience. 


Departments  of  Pathology,  Neurology,  Neuroscience  and  the  Neuropa- 
thology Laboratory.  The  Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  Maryland 

*Director  of  Neuropathology,  National  Institute  of  Mental  Health, 
St.  Elizabeth's  Hospital,  Washington,  D.C. 


Materials  and  Methods 

Autopsy  reports  with  the  diagnosis  of  hemorrhagic 
brain  infarction  were  reviewed  at  The  Johns  Hopkins 
Hospital  during  the  period  of  1968  to  1983.  All  cases  of 
hemorrhagic  infarction  were  included  in  our  series 
irrespective  of  their  pathogenesis.  Where  necessary, 
patient  hospitalization  charts  were  also  reviewed  in  order 
to  obtain  any  pertinent  information.  Seventy-six  records 
were  obtained  of  patients  having  a diagnosis  of 
hemorrhagic  brain  infarction  corroborated  by  autopsy, 
including  31  females  and  45  males  whose  ages  ranged 
from  9 days  to  84  years.  Patients  were  divided  into  those 
whose  hemorrhagic  brain  infarcts  followed  a middle 
cerebral  artery  distribution  (Group  A)  and  those  having 
either  a more  diffuse  distribution  (middle  cerebral  plus 
other  major  artery)  or  limited  to  an  arterial  distribution 
outside  that  of  the  middle  cerebral  artery  (Group  B). 
Group  A was  further  subdivided  into  those  hemorrhagic 
infarcts  which  included  both  cortex  and  basal  ganglia 
(Group  A-1)  and  those  which  were  mainly  cortical 
(Group  A-2).  Five  patients  were  eliminated  for  lack  of 
clinical  information  or  acceptable  pathological  descrip- 
tions. In  all,  71  cases  of  hemorrhagic  infarction  were 
included  in  our  series.  Examination  of  major  arterial 
vessels  in  the  neck  was  limited  to  probing  their  patency  by 
injecting  water  at  the  origin  of  the  vessel  and  observing  its 
flow  at  the  base  of  the  skull.  Dissection  of  the  major 
extracranial  cerebral  arteries  was  not  described  in  any 
autopsy  report. 

Results 

Of  the  eight  patients  included  in  subgroup  A-1 
(Table  1),  six  were  females  and  two  were  males  whose 
ages  ranged  from  35-84  years.  Blood  pressure  readings 
were  taken  during  the  timeof  theirstroke,  if  it  occurred  in 
the  hospital,  or  shortly  after  admission.  Five  of  the 
patients  showed  systemic  hipotensión  at  the  time  of  their 
stroke.  Hypotension  was  due  to  cardiac  arrhythmias  in 
two  of  these  patients  and  to  septic  shock  in  one  patient; 
hypotension  occurred  during  a surgical  procedure  in 
another.  No  cause  for  hypotension  could  be  determined 
for  one  of  the  patients  (Table  I).  Although  no  systemic 
hypotension  could  be  detected  for  the  eighth  patient, 
there  was  evidence  of  stagnant  hypoxia  due  to  complete 
occlusion  of  the  internal  carotid  artery.  The  clot  in  this 
case  extended  into  the  anterior  and  middle  cerebral 
arteries,  and  fragments  of  the  same  provided  the  source 
of  emboli. 
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TABLE  I 


Hemorrhagic  Infarction  of  Middle  Cerebral  Artery  Distribution 
Including  Basal  Ganglia  (Group  A-1) 


Patient 

Age 

Sex 

Evidence  of  Hypotension 
at  Onset  of  Stroke 

Etiology 

1 

83 

F 

Yes  (cardiac  arrhythmia) 

Cardiac  arrhythmia 

2 

72 

M 

Yes  (septic  shock) 

No  source 

3 

67 

F 

Yes 

Blood  dyscrasia 

4 

84 

M 

Yes  (surgical  procedure) 

Thrombus  aortic  aneurysm 

5 

69 

F 

Yes  (cardiac  arrhythmia) 

Cardiac  arrhythmia 

6 

35 

F 

No 

Valve  vegetation 

7 

46 

F 

No 

Thrombosis  superior  sagittal  sinus 

8 

56 

F 

No 

Carotid  thrombus 

I Twenty-two  patients  had  infarcts  restricted  to  the 
cortical  distribution  of  the  middle  cerebral  artery  (Group 
A-2).  Thirteen  were  males  and  nine  were  females  whose 
I ages  ranged  from  9 days  to  84  years.  Hemorrhagic 
infarction  in  this  group  covered  a large  continuous  area 
of  the  middle  cerebral  artery  affecting  mostly  the 
neocortex  and  excluding  the  basal  ganglia.  A source  of 
emboli  was  detected  in  17  of  these  patients  (77%).  Nine 
: were  due  to  various  cardiac  pathologies  (congestive 
¡ cardiomyopathy,  ventricular  aneurysm  with  thrombus 
j formation,  endocardial  fibrosis  with  thrombus  forma- 
tion, myocardial  infarction  with  cardiac  arrhythmias, 
chronic  rheumatic  heart  disease,  and  subacute  bacterial 
endocarditis),  three  were  due  to  paradoxical  emboli, 
three  to  ulcerations  of  atherosclerotic  plaques  in  the 
carotids,  one  occured  during  the  implantation  of  an 
aortic  valve  prostheis,  and  another  from  a thrombus  in  an 
abdominal  aneurysm.  Only  three  of  the  22  patients  in 
Group  A-2  exhibited  hypotension  during  their  stroke, 
fourteen  were  found  hypertensive,  and  five  were  normo- 
tensive  at  the  time  of  their  admission. 

There  were  4 1 patients  in  Group  B (see  Table  II).  In  3 1 
cases,  hemorrhagic  infarcts  were  explained  as  secondary 
to  either  a major  disease  process  or  a complication  of 
therapeutic  management.  A source  of  emboli  was  found 
in  five  patients  (12%).  Of  these,  four  were  septic  and  one 
iatrogenic  (from  the  catheter  tip  during  angiography). 

Thirteen  patients  in  Group  B had  evidence  of  increased 
intracranial  pressure  due  to  focal  mass  lesions.  All 
showed  uncal  herniation  and  occasional  associated 
subfalxial  and/or  tonsillar  herniation.  Only  four  patients 
showed  exclusive  involvement  of  the  occipital  lobes. 
Three  patients  showed  mixed  involvement  of  occipital 
lobes  and  either  midbrain,  pons,  or  cerebellum.  Six 
patients  showed  exclusive  involvement  of  the  brainstem 
or  cerebellum.  In  the  latter  cases,  no  preferential  arterial 
distribution  could  be  described. 

Myeloproliferative  disorders  accounted  for  eight 
patients  in  Group  B.  Three  of  these  patients  developed 
disseminated  intravascular  coagulation,  two  had  throm- 
bocytopenia, and  two  had  disseminated  Aspergillosis. 
White  blood  cell  counts  varied  widely  among  this  group. 
Hemorrhagic  infarcts  in  these  cases  were  not  confined  to 
a single  arterial  distribution;  they  were  small,  usually 
multiple,  and  sometimes  confluent.  No  distinct  predilec- 
tion for  either  gray  or  white  matter  was  found. 


TABLE  II 


Etiological  Factors  in  Group  B Patient 

Factors 

Number 
of  Patients 

NONEMBOLIC 

Increased  Intracranial  Pressure 

13 

Myeloproliferative  Disorders 

8 

Trauma 

3 

Thrombosis  Superior  Sagittal  Sinus 

3 

Thrombotic  Thrombocytopenic  Purpura 

1 

Anticoagulants 

1 

Wernicke-Korsakoffs 

1 

Passage  of  surgical  drain  to  ventricle 

1 

Total  31 

EMBOLIC 

Septic 

4 

Catheter  tip  in  angiography 

1 

Total  5 

UNKNOWN 

5 

Hemorrhagic  infarction  also  occured  in  five  other 
patients  in  Group  B,  but  no  clear  mechanism  could  be 
delineated.  The  latter  group  included  a patient  with  glio- 
blastoma multiforme  and  hemorrhagic  infarction  of  the 
pituitary,  periventricular  involvement  in  a nine-day  old 
child  with  coartation  of  the  aorta,  a patient  with  chronic 
glomerulonephritis,  pituitary  hemorrhagic  infarction 
during  an  acute  subarachnoid  bleeding,  and  an  apparently 
healthy  48-year  old  man.  There  were  no  pathological 
changes  in  the  heart  which  could  account  for  embolism  in 
the  41  patients  in  Group  B. 

Discussion 

The  principal  finding  of  this  study  is  that  the  great 
majority  of  hemorrhagic  infarcts  of  the  brain  which  reach 
autopsy  are  not  of  embolic  origin.  Only  in  those  patients 
in  whom  the  hemorrhagic  infarction  limited  itself  to  the 
middle  cerebral  artery  distribution  (Group  A)  was 
embolism  a major  etiological  consideration,  hemato- 
genous spread  of  any  material  is  most  likely  to  involve  the 
middle  cerebral  artery  because,  in  man,  this  vessel  is  the 
direct  continuation  of  the  internal  carotid  artery  and 
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blood  flow  through  the  internal  carotid  is  greater  than 
through  either  vertebral  or  external  carotid  arteries.^  This 
mechanism  also  applies  to  the  preferential  involvement 
of  the  middle  cerebral  artery  by  metastases.^ 

The  heart  was  the  major  source  of  emboli  in 
hemorrhagic  infarction  affecting  the  middle  cerebral 
artery  distribution.  The  pathological  picture  was  that  of  a 
very  large  lesion  with  widespread  involvement  of  the  gray 
matter.  This  compared  drastically  with  Group  B patients 
in  which  the  brain  was  always  affected  in  a patchy 
manner,  and  the  white  matter  was  sometimes  more 
involved  than  the  gray. 

In  a previous  series  by  Fisher  and  Adams,'  hemorrhagic 
infarcts  accounted  for  66  cases  out  of  373  brains  with 
vascular  occlusion.  A source  of  embolism  was  not 
discovered  in  three  patients  with  hemorrhagic  infarcts.  It 
was,  thus,  logical  to  presume  that  virtually  all  cases  of 
hemorrhagic  brain  infarctions  were  of  embolic  origin. 
Similar  conclusions  could  only  be  derived  in  the  present 
series  from  those  cases  in  which  the  middle  cerebral 
artery  was  predominantly  involved.  Discrepancies,  such 
as  these,  can  be  explained  by  the  inclusion  in  our  series  of 
large  numbers  of  cases  in  which  mechanisms  other  than 
arterial  occlusion  were  involved  and  the  possibility  of 
having  overlooked  a major  source  of  embolism  from  the 
carotid  artery  in  our  study.  The  fact  that  surgical  treat- 
ment of  heart  disease  and  use  of  anticoagulants  seem  to 
have  diminished  the  frequency  of  embolism  due  to 
cardiac  origin  can  also  account  for  a small  portion  of  our 
discrepancy.'*’  ^ 

Group  A-1  patients  had  the  most  widespread 
involvement  of  the  middle  cerebral  artery  distribution. 
Six  of  these  eight  patients  showed  evidence  of  systemic 
hypotension  or  stagnant  hypoxia  during  or  shortly  after 
their  cerebrovascular  accident.  The  size  of  our  sample 
precludes  any  meaningful  correlation,  but  it  is  important 
to  note  that  only  three  of  the  22  patients  with  exclusive 
involvement  of  the  cortical  gray  matter  (Group  A-2) 
showed  evidence  of  hypotension.  This  is  in  accord  with 
the  logical  observation  that  the  size  of  an  infarct  is 
increased  by  hypotension;^  however,  it  does  contrast  with 
certain  statistical  observations  which  suggest  an  increased 
incidence  of  hemorrhagic  infarcts  during  hypertensive 
crisis. * 

Involvement  of  the  basal  ganglia  in  Group  A-1  can  be 
explained  by  the  same  pathogenic  mechanism  invoked 
for  other  hemorrhagic  infarctions.'  Bladin,’  in  his  series 
of  54  cases  of  cerebral  embolism,  angiography  was  used 
to  demonstrate  an  occlusion  of  the  middle  cerebral  artery 
in  20  patients.  In  eight  of  these  cases,  emboli  lodged  in  the 
trunk  of  the  middle  cerebral  artery;  in  12  cases,  emboli 
occured  in  its  branches.  Those  emboli  which  lodged  in  the 
trunk  of  the  middle  cerebral  artery  may  occlude  the 
origin  of  the  lateral  lenticulostriate  arteries  which  supply 
the  putamen.  With  time,  if  the  embolus  fragments  or 
lyses,  reestablishment  of  blood  pressure  within  the 
damaged  vessels  may  account  for  the  hemorrhagic 
component. 

Etiological  factors  in  patients  in  group  B are  presented 
in  Table  II.  Thirteen  of  these  patients  had  focal  mass 
lesions  of  the  brain  with  evidence  of  increased  intra- 
cranial pressure  and  uncal  herniation.  Hemorrhagic 


infarctions  in  these  cases  were  not  confined  to  the 
occipital  lobes  but  were  also  seen  to  occur  in  either 
midbrain,  pons,  or  cerebellum  (Fig.  1).  Except  for  the 
occipital  lobes,  there  was  no  preferential  involvement  of 
any  arterial  distribution.  There  was  no  source  of  emboli, 
cerebral  atheroma,  or  multiple  infarcts  at  other  sites  of 
the  body  that  could  support  an  embolic  etiology  for  any 
of  these  cases.  Patients  were  either  stuporous  or  comatose 
at  the  time  of  this  terminal  event  and  had  received  no 
trauma.  Thus,  we  presume  that  hemorrhagic  infarctions 
were  directly  related  to  the  increased  intracranial  pressure 
and  uncal  herniation. 


Figure  1.  Hemorrhagic  infarct  of  the  cerebella  folia  in  a patient  with 
intracranial  hemorrhage  and  rupture  to  ventricle.  A large  continuous  area 
of  the  cerebellar  hemisphere  is  affected,  with  gray  matter  being  more 
involved  than  white  matter. 

One  possible  explanation  for  these  cases  is  distortion  of 
the  posterior  fossa  vascular  structures  asa  result  of  various 
parenchymatous  shifts  which  occur  with  increased  intra- 
cranial pressure.  Distortion  of  the  paramedial  basilar 
perforating  branches,  the  superior  cerebellar  artery  as  it 
crosses  the  lower  aspect  of  the  tentorium,  or  the 
posterior-inferior  cerebellar  artery  close  to  the  posterior 
rim  of  the  foramen  magnum  leads  to  infarction  of  their 
corresponding  territory.*  Uncal  herniation  under  these 
circumstances  produces  partial  occlusion  of  posterior 
fossa  veins  draining  into  the  great  cerebral  vein  of  Galen 
and,  therefore,  an  increased  retrograde  vascular  pressure 
which  could  account  for  the  hemorrhagic  component. 
Secondary  hemorrhages  of  the  brainstem  have  known 
since  Duret’s  thesis  in  1894.^  They  have  been  described  as 
multiple,  small  hemorrhages  occuring  near  the  midline  of 
the  midbrain  and  pons  tegmentum.  Areas  of  necrosis 
may  also  be  associated. " The  phenomenon  of  secon- 
dary hemorrhagic  infarction  described  in  our  cases 
differs  from  the  above  by  involving  a larger  area  in  a 
continuous  manner.  Tectum,  tegmentum,  and  base  were 
commonly  affected.  The  cerebellar  hemispheres,  a region 
in  which  Duret’s  hemorrhages  have  not  been  described, 
were  involved  in  five  of  our  13  cases.  As  in  other 
hemorrhagic  infarctions,  gray  matter  (e.g..  suhstaiuia 
nigra  or  that  in  cerebellar  folia)  was  predominantly 
involved  by  the  hemorrhagic  component  as  compared 
with  the  adjacent  white  matter  (Fig.  1).  Nevertheless,  in 
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those  cases  of  our  series  where  hemorrhagic  infarcts 
occurred  in  the  brainstem,  histological  findings  are 
similar  to  those  described  in  Duret’s  hemorrhages.  Since 
both  pathological  changes  are  also  related  to  increased 
intracranial  pressure,  we  believe  that  they  represent  a 
continuous  spectrum  of  the  same  pathological  entity. 


Figure  2.  A.  Punctuate  areas  of  hemorrhagic  infarction  in  a patient  with 
acute  lymphocytic  leukemia  and  disseminated  aspergillosis.  The  involved 
areas  are  quite  small,  discrete,  and  cover  more  than  one  arterial  vessel 
distribution.  H.  Hemorrhagic  infarction  in  a patient  with  acute 
my  elogenous  leukemia  and  blood  dyscrasia.  More  than  one  arterial  vessel 
distribution  has  been  involved. 


Myeloproliferative  disorders  accounted  for  eight 
patients  of  Group  B.  In  all  of  these  patients,  hemorrhagic 
infarction  occured  as  a terminal  event  and  was  related  to 
either  a blood  dyscrasia  or  disseminated  Aspergillosis 
(Fig.  2).  Another  common  and  fatal  cerebrovascular 
accident  in  leukemics  is  that  of  intracranial  hemor- 
rhage.'^ In  these  cases,  it  has  been  stated  that  a critical 
level  of  approximately  300,000  leukocytes/mm’  is 
associated  with  leukostasis  and  destruction  of  the 
vascular  wall.'^’  No  similar  relation  to  white  blood  cell 
count  was  found  in  our  eight  patients  with  hemorrhagic 
infarcts  and  leukemia.  Rather,  our  findings  are  in 
agreement  with  other  studies  which  attribute  hemorrhagic 
events  in  leukemia  to  thrombocytopenia  or  to  an 
associated  bacterial  or  fungal  vasculopathy.‘^> 

Two  of  our  patients  had  hemorrhagic  infarction  of  the 
pituitary  gland.  In  one  patient,  the  infarct  was  associated 
with  a glioblastoma  multiforme  and,  in  another,  with  a 
subarachnoid  hemorrhage.  Anemic  infarcts  of  the  pars 
distalis  of  the  adenohypophysis  are  a common  complica- 
tion of  increased  intracranial  pressure.”  Transtentorial 
herniation  is  usually  associated.  In  these  cases,  compres- 
sion of  the  vasculature  in  and  around  the  pituitary  stalk 
seems  responsible  for  the  ischemic  lesion.  The  hemor- 
rhagic nature  of  the  infarcts  in  our  cases,  however,  is  not 
very  well  explained. 

Conclusion 

From  analysis  of  our  data,  we  conclude  that  the 
majority  of  brain  hemorrhagic  infarcts  coming  to 
autopsy  are  not  embolic  and  that  the  distribution  and 
morphological  characteristics  of  hemorrhagic  infarcts 
can  be  useful  in  predicting  the  likelihood  of  an  embolic 
source.  In  those  infarcts  restricted  to  distribution  in  the 
middle  cerebral  artery,  lesions  tend  to  be  large  and  single 
and  involve  gray  more  than  white  matter;  their  most 
common  etiology  is  embolism.  In  contrast,  hemorrhagic 
infarcts  in  other  vascular  territories  are  multifocal  and 
have  no  preference  for  white  or  gray  matter;  a source  of 
emboli  is  seldom  present.  We  hope  that  this  information 
can  be  correlated  with  neuroradiological  studies  and 
offer  clinicians  a firm  basis  for  further  diagnostic  or 
therapeutic  endeavors  in  this  group  of  patients. 
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Resumen:  De  nuestro  análisis,  podemos  concluir  que  la 

mayoría  de  infartos  hemorrágicos  que  se  presentan  a 
autopsia  no  son  embólicos  y que  la  distribución  y carac- 
terísticas morfológicas  de  estos  pueden  predecir  la  posibi- 
lidad de  una  fuente  embólica.  En  aquellos  infartos  restrin- 
gidos a la  distribución  de  la  arteria  cerebral  media,  las 
lesiones  tienden  a ser  grandes,  singulares  y envolver  la 
materia  gris  más  que  la  blanca,  la  etiología  más  común  es  la 
embólica.  En  contraste,  infartos  hemorrágicos  en  otros 
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territorios  tienden  a ser  multifocales  y no  tener  ninguna 
prefencia  por  la  materia  blanca  o gris,  rara  vez  se  encuentra 
una  fuente  embólica.  Esperamos  que  esta  información 
pueda  ser  correlacionada  con  estudios  neuroradiológicos  y 
ofrecer  al  médico  una  base  fírme  para  proseguir  otros 
esfuerzos  diagnósticos  o terapéuticos  en  este  grupo  de 
pacientes. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Abuso  de  Alcohol  y Drogas  en  Puerto  Rico: 
Progreso  hacia  los  Objetivos  Nacionales 
de  Salud  para  1990  (X) 

José  G.  Rigau-Pérez,  MD,  FAAP 


Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  promulgó  unos  objetivos  para  el  mejora- 
miento de  la  salud  de  los  habitantes  del  país  en  los  próximos 
diez  años.  De  los  diecinueve  objetivos  nacionales  de  salud 
para  1990  referentes  al  abuso  de  alcohol  y drogas,  sólo  uno 
está  aparentemente  alcanzado  en  Puerto  Rico  (el  consumo 
per  cápita  de  alcohol  no  excede  los  niveles  de  1980).  Ocho 
objetivos  están  bajo  estudio  o siendo  perseguidos  (la  tasa 
anual  de  muertes  por  colisiones  de  vehículo  de  motor 
— CVM — asociadas  a conductores  legalmente  ebrios  debe 
1 reducirse  a menos  de  9.5  por  cien  mil  habitantes;  la  tasa  de 
mortalidad  por  cirrosis  debe  reducirse  a 12  por  cíen  mil;  la 
mortalidad  por  otras  causas  relacionadas  al  uso  de  drogas 
debe  reducirse  a 2 por  cíen  mil;  la  proporción  de  adoles- 
centes de  12  a 17  años  que  se  abstiene  de  usar  alcohol  u 
otras  drogas  no  debe  caer  bajo  los  niveles  de  1977;  la 
proporción  de  adolescentes  de  14  a 17  años  que  informe 
problemas  agudos  relacionados  a la  bebida  debe  reducirse  a 
menos  de  17%;  la  proporción  de  bebedores  problema  entre 
todos  los  adultos  de  18  años  o más  debe  reducirse  a 8%;  la 
proporción  de  trabajadores  en  firmas  grandes  cuyos  patro- 
nos proveen  un  programa  de  ayuda  a empleados  por  abuso 
de  sustancias  intoxicantes  debe  ser  mayor  de  70%;  y las 
normas  médicas  y farmacéuticas  incluirán  la  elaboración 
de  perfiles  de  medicamentos  en  la  gran  mayoría  de  los 
pacientes).  No  hay  información  para  evaluar  la  situación 
en  Puerto  Rico  respecto  a los  diez  objetivos  restantes:  la 
tasa  anual  de  mortalidad  por  otros  accidentes  aparte  de  las 
CVM,  indirectamente  atríbuíbles  al  uso  de  alcohol,  debe 
reducirse  a 5 por  cíen  mil;  la  incidencia  del  Síndrome  Fetal 
de  Alcohol  deberá  reducirse  por  25%;  las  hospitalizaciones 
por  reacciones  adversas  al  uso  de  medicamentos  deben 
reducirse  por  25%;  la  proporción  de  jóvenes  de  18  a 25  años 
que  informe  el  uso  frecuente  de  drogas,  aparte  del  alcohol, 
no  debe  exceder  los  niveles  de  1977;  la  proporción  de 
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adolescentes  de  12  a 17  años  que  informe  el  uso  frecuente  de 
drogas,  aparte  del  alcohol,  no  debe  exceder  los  niveles  de 
1977;  la  proporción  de  mujeres  de  edad  fértil  consciente  de 
los  riesgos  asociados  con  el  embarazo  y la  bebida  debe  ser 
mayor  de  90%;  más  del  75%  de  los  adultos  debe  estar 
consciente  del  riesgo  adicional  de  cánceres  de  cabeza  y 
cuello  para  personas  con  consumo  excesivo  de  alcohol;  el 
80%  de  los  graduandos  de  escuela  superior  debe  aseverar 
que  percibe  gran  peligro  asociado  al  uso  frecuente  de 
cigarrillos,  marihuana,  barbítúricos  y alcohol;  los  farmacéu- 
ticos deben  aconsejar  a los  clientes  sobre  el  uso  apropiado 
de  los  medicamentos  de  mayor  riesgo;  y habrá  un  sistema  de 
recogida  de  datos  para  vigilar  y evaluar  el  impacto  del  mal 
uso  de  alcohol  y drogas  sobre  el  estado  de  la  salud.  La 
obtención  de  estos  objetivos  en  Puerto  Rico,  al  igual  que  en 
otros  estados,  exige  la  cooperación  de  diversas  instituciones 
gubernamentales,  privadas,  académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  promulgó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  pais  en  los  próximos  diez  años.'  Este  artículo  presenta 
la  situación  actual  en  Puerto  Rico  de  las  condiciones  y 
programas  que  se  mencionan  en  los  objetivos  nacionales 
relacionados  con  el  abuso  de  alcohol  y drogas.  Las  metas 
de  salud  para  1990  identificaron  los  siguientes  quince 
asuntos  prioritarios;  control  de  la  hipertensión,  planifi- 
cación familiar,  salud  durante  el  embarazo  y el  primer 
año  de  vida,  inmunizaciones,  enfermedades  de  trasmi- 
sión sexual,  control  de  agentes  tóxicos,  seguridad  y salud 
ocupacional,  prevención  de  accidentes  y control  de 
lesiones,  fluorización  y salud  dental,  vigilancia  y control 
de  enfermedades  infecciosas,  fumar  y el  deterioro  en  la 
salud,  abuso  de  alcohol  y drogas,  nutrición,  acondicio- 
namiento físico  y ejercicio,  y control  del  estrés  y el 
comportamiento  violento.  Dentro  de  cada  área  se  especi- 
ficaron los  objetivos  a alcanzar  para  1990.  Estos  objeti- 
vos (226  en  total),  planteados  de  manera  mensurable,  se 
desarrollaron  en  consulta  con  más  de  quinientos  expertos 
de  los  sectores  público  y privado,  que  representaban 
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agencias  de  salud  federales,  estatales  y locales,  grupos  de 
consumidores,  organizaciones  de  voluntarios  y profe- 
sionales de  salud.  Las  metas  se  establecieron  tomando  en 
cuenta  las  tendencias  actuales  de  factores  pertinentes, 
tales  como  cambios  demográficos,  estilos  de  vida  y la 
disponibilidad  de  fondos,  y detallando  lo  que  se  asumió 
ocurriría  con  estos  factores  en  la  década  de  1980  a 1990. 
Las  metas  no  se  han  establecido  como  una  responsabili- 
dad federal;  han  de  alcanzarse  por  los  esfuerzos  de  toda  la 
gama  de  agencias  e instituciones  públicas  y privadas,  de 
personas  y comunidades.  El  gobierno  federal  se  ve 
llamado  a dirigir,  catalizar  y respaldar  un  esfuerzo 
colectivo  con  móviles  locales,  y lleva  a cabo  evaluaciones 
periódicas  del  progreso  hacia  esos  objetivos.^"' 

Métodos 

Un  estudio  adecuado  de  las  actividades  de  control  y las 
causas  del  abuso  de  alcohol  y drogas  en  Puerto  Rico 
abarcaría  fácilmente  la  extensión  de  un  libro.  Lasfuentes 
de  datos  abajo  mencionadas  recogen  mucha  información 
que  no  se  puede  publicar  en  todo  detalle  en  sus  informes 
anuales,  pero  que  está  disponible  para  el  uso  de  los  inves- 
tigadores de  la  salud  pública.  Este  artículo  se  limita  a 
comentar  los  datos  publicados  o de  fácil  elaboración 
respecto  a los  objetivos  nacionales  relacionados  con  el 
control  del  abuso  de  alcohol  y drogas,  pero  algunos  de 
estos  temas  han  sido  tratados  en  artículos  previos  de  esta 
serie. ® 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés,  sin  ajustarse  para  reflejar  las  diferen- 
cias en  la  composición  de  la  población  de  Estados  Unidos 
y de  Puerto  Rico.‘  Cada  meta  se  rotuló  “AA”,  “P”,  o “I” 
de  acuerdo  con  los  siguientes  criterios;  AA  (aparente- 
mente alcanzada)  si  la  evidencia  disponible  indica  que  el 
estado  de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enfermedad 
o presentación  del  servicio;  1 (indocumentada)  si  la 
información  específica  que  estipula  el  objetivo  no  se 
conoce  para  Puerto  Rico. 

Los  datos  de  mortalidad  se  extrajeron  de  los  informes 
anuales  de  estadísticas  vitales,  y de  los  análisis  detallados 
inéditos  que  hace  la  Oficina  de  Desarrollo  de  Sistemas  de 
Información  (Administración  de  Facilidades  y Servicios 
de  Salud,  Departamento  de  Salud)  de  los  certificados  de 
defunción  que  se  cumplimentan  cada  año,  con  las  causas 
de  muerte  identificadas  por  número,  según  la  novena 
edición  de  la  “International  Classification  of  Disea.ses, 
9th  revision.  Clinical  Modification”  (1CD-9CM).’‘"  Las 
tasas  de  mortalidad  general  (por  100,000  habitantes) 
están  calculadas  usando  la  población  total  de  Puerto 
Rico  según  los  informes  de  estadisticas  vitales. 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  públicas,  pero  no  se 
han  considerado  en  detalle  los  estudios  inéditos  llevados 
a cabo  por  estudiantes  para  llenar  requisitos  de  cursos  o 
de  graduación,  pues  usualmente  son  investigaciones  de 
muestras  muy  pequeñas,  que  producen  conclusiones  de 
aplicabilidad  general  cuestionable. 


Objetivos  para  1990  o antes 

Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  las  muertes  por  accidentes  de  vehículo 
de  motor  asociadas  a conductores  con  niveles  de  alcohol 
en  sangre  de  0. 10%  o más,  deben  reducirse  a menos  de  9.5 
por  100,000  habitantes  de  población  por  año.  (En  1977, 
hubo  11.5  por  100,000  habitantes).” — P 

De  1979  a 1984  hubo  916  conductores  muertos  en 
colisiones  de  vehículos  de  motor  (CVM)  en  Puerto  Rico, 
y en  70%  de  ellos  se  determinó  el  nivel  de  alcohol  en 
sangre  (ÑAS).  El  49%  (303)  de  los  conductores  muertos 
examinados  tenía  un  ÑAS  mayor  o igual  a 0.10  mg  de 
alcohol  etílico  por  100  mi  de  sangre  (el  nivel  de  intoxica- 
ción definido  por  ley).  Estos  303  conductores  (promedio 
anual  50)  produjeron  la  muerte  de  221  peatones  y 
ocupantes  de  vehículos  (promedio  anual  37). Si 
aplicamos  el  porciento  promedio  de  intoxicados  según  el 
ÑAS  entre  los  conductores  muertos  examinados  (49%)  al 
promedio  anual  de  todos  los  conductores  muertos  (153), 
supondríamos  que  75  conductores  mueren  intoxicados 
cada  año.  Si  la  razón  promedio  de  muertes  de 
conductores  ebrios  a muertes  de  peatones  y ocupantes 
sigue  igual  (LOO:  0.74),  había  además  56  muertes  de 
peatones  y ocupantes,  para  un  total  de  131  muertes  (4  por 
cien  mil  habitantes)  asociadas  a conductores  muertos  con 
ÑAS  mayor  o igual  a 0.10%.  A esas  muertes  hay  que 
añadir  las  causadas  por  conductores  ebrios  envueltos  en 
CVM  pero  no  muertos,  número  que  no  se  conoce  para 
Puerto  Rico  ni  Estados  Unidos.'^ 

b.  “Para  1990,  las  muertes  por  otros  accidentes  (no 
por  vehículos  de  motor),  indirectamente  atribuíbles  al 
uso  de  alcohol  (por  ejemplo,  caídas,  fuegos,  ahogamien- 
tos,  vehículos  de  esquí,  aviones),  deben  reducirse  a 5 por 
100,000  habitantes  por  año.  (En  1975  hubo  7 por  100,000 
habitantes.)” — I 

En  Estados  Unidos,  una  alta  proporción  de  los 
muertos  en  caídas,  fuegos,  ahogamientos  y accidentes  en 
diferentes  vehículos  había  consumido  alcohol  antes  de 
morir  (y  las  autopsias  demostraban  altos  NAS).‘'* 
Además  se  ha  reconocido  que  el  número  de  muertes 
atribuidas  al  alcohol  en  las  estadísticas  vitales  debe 
multiplicarse  por  un  factor  de  6 a 8 para  llegar  a la 
verdadera  tasa  de  mortalidad  relacionada  al  alcohol.'^ 

En  1983  hubo  en  Puerto  Rico  229  muertes  por  lesiones 
en  aviones,  caídas,  fuegos  y ahogamientos,  (rubros  ICD- 
9CM:  E840-845,  E880-888,  E890-899,  E910).‘°  No  hay 
datos  de  referencia  disponibles  para  Puerto  Rico  respecto 
a qué  porciento  de  esas  muertes  son  atribuíbles  al  uso  de 
alcohol. 

c.  “Para  1990,  la  tasa  de  mortalidad  por  cirrosis  debe 
reducirse  a 12  muertes  por  100,000  habitantes  por  año. 
(En  1978,  la  tasa  fue  13.8  por  100,000  por  año.)” — P 

La  tasa  de  mortalidad  por  cirrosis  y otras  enfermeda- 
des crónicas  del  hígado  (rubros  ICD-9CM;571-571.9) 
ha  tenido  un  aumento  constante  en  Puerto  Rico  desde  1 956 
(en  que  era  10  por  cien  mil  habitantes)  hasta  1983  (en  que 
fue  24  por  cien  mil  habitantes:  792  casos).  En  las  listas 
anuales  de  los  diez  pueblos  con  mayores  tasas  de  cirrosis 
por  todas  las  causas,  de  1980  a 1983,  se  encuentra  a San 
Juan  los  cuatro  años,  a Cataño,  Fajardo  y Vieques  tres 
años,  y a Naguabo,  Ceiba,  Florida,  Rincón  y Guayama 
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dos  años.  Las  tasas  en  estos  pueblos  están  generalmente 
entre  35  y 55  muertes  por  cien  mil  habitantes. 

En  1983  la  tasa  para  cirrosis  y otras  enfermedades 
crónicas  del  hígado  a causa  de  alcoholismo  específica- 
mente (ICD-9CM:571-571.3)  fue  7.8  (257  casos),  y de 
1980  a 1983  varió  de  un  mínimo  de  7.2  (237  casosen  1982) 
a 9.5  (305  casos  en  1980). 

Esta  diferenciación  entre  cirrosis  por  todas  las  causas  y 
cirrosis  por  alcohol  es  fundamental,  porque  en  Puerto 
Rico  hay  otras  causas  importantes  de  cirrosis  aparte  del 
alcoholismo,  como  por  ejemplo,  la  bilharzia.  No  hay  al 
momento  un  estudio  sobre  la  fiabilidad  de  los  diagnósti- 
cos de  cirrosis  en  el  certificado  de  defunción  (cuántos 
certificados  de  muerte  por  cirrosis  no  especificada 
corresponden  a cirrosis  por  alcohol,  y cuántos  de  los 
asignados  a cirrosis  alcohólica  corresponden  a otras 
causas).'*’  ” 

d.  “Paras  1990,  la  incidencia  de  infantes  nacidos  con 
Síndrome  Fetal  de  Alcohol  deberá  reducirse  por  25%. 
(En  1977,  la  tasa  era  1 por  20,000  nacimientos.)” — I 

Nota:  El  mismo  objetivo  está  incluido  bajo  el  área  de 
Salud  durante  el  embarazo  y el  primer  año  de  vida 
(objetivo  H).* 

Las  estadísticas  vitales  de  1980  a 1983  no  registran 
ninguna  muerte  por  Síndrome  Fetal  de  Alcohol  (rubro 
ICD-9CM:760.71),  y no  hay  datos  de  referencia  sobre  el 
número  de  recién  nacidos  que  padecen  este  problema  en 
Puerto  Rico.  La  existencia  del  problema  es  indudable, 
pues  en  un  pequeño  número  de  mujeres  participantes  en 
los  Programas  contra  Alcoholismo  en  San  Juan  y Río 
Piedras  en  1980,  se  encontró  que  2 de  24  madres  habían 
tenido  criaturas  con  Síndrome  Fetal  de  Alcohol,  y los 
recién  nacidos  de  otras  más  tuvieron  características 
aisladas  que  sugerían  efectos  de  alcohol  en  el  feto.'® 
Además,  según  un  estudio  realizado  por  el  Departamento 
de  Servicios  contra  la  Adicción  (DESCA),  el  grupo  etario 
femenino  con  más  alta  prevalencia  de  consumo  de 
alcohol  en  Puerto  Rico  es  el  de  15  a 39  años,  y especial- 
mente el  de  15  a 19  años,  es  decir,  las  mujeres  en  edad 
reproductiva. 

e.  “Para  1990,  la  mortalidad  por  otras  causas  rela- 
cionadas al  uso  de  drogas  debe  reducirse  a 2 por  100,000 
por  año.  (En  1978,  la  tasa  era  cerca  de  2.8  por 
100,000.)”— P 

El  problema  de  la  influencia  del  alcohol  y las  drogas  en 
los  envenenamientos  en  Puerto  Rico  ha  sido  tratado  por 
Kaye  en  artículos  publicados  en  este  Boletín,  descri- 
biendo las  muertes  por  envenenamiento  estudiadas  en  el 
Instituto  de  Medicina  Legal  (Escuela  de  Medicina, 
Universidad  de  Puerto  Rico).  En  1968,  12  de  83  muertes 
(14%)  por  envenenamiento  fueron  consideradas  involun- 
tarias, o accidentales  (las  otras  fueron  por  suicidio,  o no 
se  pudo  determinar  la  intención).  De  los  12  casos,  9 eran 
mayores  de  5 años.  Los  tres  tóxicos  más  frecuentemente 
encontrados  fueron  parathion,  derivados  de  morfina 
(por  uso  de  heroína),  y alcohol  etílico  (evidentemente  por 
consumo  de  bebidas  alcohólicas).^®  En  1972, 35  de  las  104 
muertes  por  envenenamiento  (34%)  se  consideraron 
involuntarias,  y 34  de  ellas  ocurrieron  en  personas 
mayores  de  5 años.  Los  tres  tóxicos  más  frecuentemente 
encontrados  entre  las  104  muertes  (sin  separar  las  invo- 
luntarias de  los  suicidios)  fueron  alcohol  etílico. 


parathion,  y derivados  de  barbitúricos.^'  En  1976,  17  de 
las  54  muertes  por  envenenamiento  (31%)  se  considera- 
ron involuntarias,  y todas  fueron  en  personas  mayores  de 
5 años.  Los  tóxicos  más  frecuentemente  encontrados  en 
esas  17  muertes  fueron  los  derivados  de  morfina  y el 
alcohol  etílico. 

Como  este  objetivo  no  incluye  un  listado  de  las  causas 
específicas  a que  se  refiere,  he  examinado  los  datos  de 
muetes  por  algunas  causas  directamente  asociadas  al  uso 
de  drogas.  De  1980  a 1983  no  hubo  en  Puerto  Rico 
muertes  por  psicosis  por  drogas  (rubros  ICD-9CM:  292- 
292.9),  ni  por  envenenamiento  involuntario  con  opioides 
y narcóticos  relacionados  (965.0),  sedantes  e hipnóticos 
(967-967.9)  o agentes  psicotrópicos  (969-969.9).  Los 
datos  de  estadísticas  vitales  indican  que  en  esos  cuatro 
años  hubo  76  muertes  por  las  siguientes  cuatro  causas: 
envenenamiento  (propósito  indeterminado)  con  analgé- 
sicos, barbitúricos  y otros  sedantes  y tranquilizantes 
(rubros  E980-E980.3,  41  muertes,  o el  54%  del  total), 
psicosis  alcohólica  (291-291.9,  20  muertes),  abuso  de 
drogas,  sin  dependencia  (305-305.9,  9 muertes)  y la 
dependencia  de  drogas  (304-304.9,  6 muertes).  El 
promedio  anual  fue  de  19  casos,  con  23  casos  en  1980,  22 
en  1981  y en  1982,  y sólo  9 casos  en  1983.  En  84%  de  los 
casos  fue  del  sexo  masculino.”  La  tasa  anual  promedio 
de  mortalidad  por  todas  estas  causas  fue  0.6  por  cien  mil 
habitantes,  pero  seria  considerablemente  mayor,  y 
probablemente  sobre  lo  que  pide  este  objetivo,  si  a estas 
causas  se  añadiesen  los  homicidios  y suicidios  llevados  a 
cabo  bajo  la  influencia  de  alcohol  o drogas.  No  hay  en 
Puerto  Rico  un  estudio  que  indique  la  proporción  de 
homicidas,  o de  victimas  de  suicidio  u homicidio,  que 
estaban  intoxicados  al  momento  de  cometer  el  crimen  o 
de  morir 

f.  “Para  1990,  las  reacciones  adversas  al  uso  de  medi- 
camentos, lo  suficientemente  severas  como  para  exigir 
admisión  a hospital  deben  reducirse  por  25%  menos 
admisiones  por  año.  (En  1979,  los  estimados  [de  la 
magnitud  de  este  problema]  variaban  de  aproximada- 
mente 105,000  a 350,000  admisiones  por  año.)” — I 

No  hay  datos  de  referencia  en  Puerto  Rico  respecto  a la 
información  que  pide  este  objetivo. 

Reducción  de  factores  de  riesgo 

g.  “Para  1990,  el  consumo  per  cápita  de  alcohol  no 
debe  exceder  los  niveles  actuales.  (En  1978,  cerca  de  2.82 
galones  de  alcohol  puro  se  consumieron  por  año,  por 
persona  de  14  años  o mayor  edad.)” — AA 

El  dato  de  referencia  para  este  objetivo  en  Puerto  Rico 
es  2.41  galones  de  alcohol  etílico  puro  por  persona  de  15 
años  o mayor  edad  (cifra  promedio  para  los  años  1978-79 
a 1980-81),  consumo  que  coloca  a Puerto  Rico  entre  los 
diez  países  del  mundo  con  mayor  consumo  per  cápita  de 
alcohol  etilico.^*’  ” En  1940  esta  cifra  índice  era  0.88 
galones,  pero  para  1965  el  consumo  subió  a 2.30 
galones.^’  El  nivel  de  consumo  más  recientemente 
calculado  es  el  de  1984-85:  2.27  galones  por  persona  de  1 5 
años  o mayor  edad.”  Estos  datos  de  consumo  per  cápita 
resultan  ser  más  inciertos  de  lo  que  uno  supondría, 
porque  no  hay  un  cálculo  oficial  del  alcohol  etílico 
consumido,  sino  que  cada  investigador  en  cada  país  hace 
sus  propios  cálculos.  Estas  cifras  dan  una  idea 
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aproximada  del  consumo  de  alcohol,  pues  incluyen  el 
alcohol  comprado  aquí  de  los  turistas  que  lo  llevan  al 
continente,  y no  incluyen  los  espíritus  destilados 
importados  a Puerto  Rico  por  las  fuerzas  armadas  para 
venta  local,  ni  la  producción  clandestina  de  ron  (“ron 
caña”  o “pitorro”). 

h.  “Para  1990,  la  proporción  de  adolescentes  de  12  a 
17  años  de  edad  que  se  abstiene  de  usar  alcohol  u otras 
drogas  no  debe  caer  bajo  los  niveles  de  1977.  (En  1977  la 
proporción  de  abstemios  era  46%  para  alcohol;  para 
otras  drogas,  desde  89%  para  marihuana  a 99.9%  para 
heroína.*)” — P 

*Nota:  Se  considera  que  una  persona  no  usa  alcohol  u 
otras  drogas  si  él  o ella  nunca  ha  utilizado  la  sustancia,  o 
si  la  última  vez  que  la  usó  fue  más  de  un  mes  atrás. 

Ver  comentarios  a éste  y el  siguiente  objetivo  después 
del  objetivo  J. 

i.  “Para  1990,  la  proporción  de  adolescentes  de  14a  17 
años  que  informe  problemas  agudos  relacionados  a la 
bebida  durante  el  año  anterior  debe  reducirse  a menos  de 
17.%.*  (En  1978  se  estimó  que  era  19%,  tomando  como 
base  datos  en  encuestas  de  1974.)” — P 

*Nota:  Problemas  agudos  relacionados  a la  bebida  son 
problemas  como  episodios  de  embriaguez,  conducir 
intoxicado,  o problemas  con  autoridades  escolares  en 
cuanto  a la  bebida. 

j.  “Para  1990,  la  proporción  de  bebedores  problema 
entre  todos  los  adultos  de  18  años  o más  edad  debe 
reducirse  a 8%.  (En  1979,  era  cerca  de  10%.)” — P 

El  DESCA  llevó  a cabo  en  1978  un  estudio  sobre  la 
magnitud  y los  patrones  del  consumo  de  alcohol  en 
Puerto  Rico,  entrevistando  una  muestra  representativa 
de  la  población  mayor  de  14  años  de  edad.  El  estudio 
demostró  que  el  48%  de  la  población  encuestada 
consumía  alcohol  regularmente,  y que  el  85%  de  la 
población  consumidora  de  alcohol  se  concentraba  en  las 
edades  de  15  a 49  años  (y  el  50%  de  los  consumidores 
tenían  de  15  a 29  años  de  edad).  De  los  entrevistados,  el 
73%  de  los  varones  y el  36%  de  las  mujeres  eran 
consumidores  de  alcohol.  El  56%  de  los  “bebedores 
fuertes”  (que  consumían  alcohol  una  o más  veces  por 
semana,  y en  cada  ocasión  consumían  4 o más  tragos) 
tenía  de  20  a 39  años  de  edad,  y el  89%  de  los  “bebedores 
ocasionales”  (cuyo  consumo  no  era  mayor  de  uno  a tres 
tragos  de  bebidas  alcohólicas  cada  dos  o tres  semanas) 
eran  mujeres.  Un  tercio  de  todos  los  bebedores  señaló  que 
acostumbraba  consumir  más  de  un  trago  por  hora  (es 
decir,  consumía  alcohol  más  rápido  de  lo  que  el  cuerpo  lo 
elimina).  De  todos  los  bebedores  actuales,  el  12% 
informó  que  había  perdido  control  sobre  la  bebida  (una 
vez  comenzaba  a tomar  continuaba  ingiriendo  licor  hasta 
embriagarse).  De  la  población  general  (tomadores  y 
abstemios),  el  6%  de  los  jóvenes  de  15  a 19  años  informó 
esa  pérdida  de  control;  en  la  población  total,  mayor  de  14 
años,  la  proporción  también  fue  6%.'^ 

El  Departamento  de  Siquiatría  de  la  Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico(UPR)  y la  Secretaria 
Auxiliar  de  Salud  Mental  del  Departamento  de  Salud 
llevaron  a cabo  un  estudio  en  1984  encuestando  1,551 
personas  en  una  muestra  representativa  de  los  hogares  de 
la  isla.  La  entrevista  consistió  en  una  versión  en  español 


del  “Diagnostic  Interview  Schedule”,  cuestionario 
diseñado  por  el  “National  Institute  of  Mental  Health” 
para  conseguir  información  que  permita  diagnosticar 
con  precisión  25  condiciones  siquiátricas  comunes.  El 
estudio  encontró  que  el  13%  de  la  población  encuestada 
había  padecido  alcoholismo  alguna  vez  en  la  vida,  y el 
problema  era  12  veces  más  frecuente  en  hombres  que  en 
mujeres  (25%  vs.  2%).  El  5%  de  la  población  encuestada 
había  padecido  el  problema  en  los  6 meses  previos  a la 
entrevista  (10%  de  los  hombres  y 0.5%  de  las  mujeres).^* 

Una  encuesta  comercial  llevada  en  enero  y febrero  de 
1985  entrevistó  537  jóvenes  de  ambos  sexos,  de  14  a 18 
años  de  edad,  en  sus  hogares  en  centros  urbanos  de  la 
costa,  más  Caguas,  pero  sin  incluir  la  porción  este  y 
sureste  de  la  isla.  Según  sus  hallazgos,  “la  enorme 
mayoría...  no  tiene  por  costumbre  fumar  cigarillos”  y 
“más  de  la  mitad  de  los  varones  bebe  alcohol”.  El  30%  de 
los  participantes  había  bebido  alcohol  entre  10  y 20  veces 
en  el  mes  precedente,  y en  ese  período  el  24%  describió 
que  se  había  “emborrachado”  una  o dos  veces. 

k.  “Para  1990,  la  proporción  de  adultos  jóvenes  de  18 
a 25  años  de  edad  que  informe  el  uso  frecuente  de  otras 
drogas  [aparte  del  alcohol]  no  debe  exceder  los  niveles  de 
1977.  (En  1977,  era  menos  de  1%  para  otras  drogas  aparte 
de  marihuana,  y 19%  para  marihuana.)*”—! 

*“Nota:  Uso  frecuente  de  otras  drogas  signifíca  el  uso  no 
médico  de  cualquier  droga  en  particular  por  5 o más  días 
durante  el  mes  anterior.” 

No  hay  datos  de  referencia  locales  disponibles  respecto 
a este  objetivo. 

l.  “Para  1990,  la  proporción  de  adolescentes  de  12a  17 
años  de  edad  que  informe  uso  frecuente  de  otras  drogas 
[aparte  del  alcohol]  no  debe  exceder  los  niveles  de  1977. 
(En  1977,  era  menos  de  17%  para  otras  drogas  aparte  de 
marihuana,  y 9%  para  marihuana.)” — 1 

Una  encuesta  llevada  a cabo  durante  1974  y 1975  en 
escuelas  secundarias  públicas  y privadas  de  1 1 pueblos  de 
la  isla  encontró  que,  de  los  18,562  estudiantes  encues- 
tados,  el  48%  no  usaba  ninguna  droga  (incluyendo 
tabaco,  alcohol,  marihuana  y otras  drogas  ilícitas).  El 
44%  de  los  estudiantes  informó  uso  de  alcohol  y 28%  el 
uso  de  cigarrillos.  El  1 2 % había  usado  alguna  vez  drogas 
ilícitas  (marihuana,  depresivos^  estimulantes,  sicodélicos 
y cocaína)  y la  droga  ilícita  más  usada  era  la 
marihuana(7%).^° 

La  encuesta  comercial  de  1985,  ya  mencionada, 
encontró  que  el  60%  de  los  varones  y el  55%  de  las 
mujeres  conocía  alguien  que  entonces  fumaba  marihuana, 
el  40%  de  ellos  y el  34%  de  ellas  conocía  alguien  que 
alguna  vez  usó  pastillas  estimulantes,  y el  10%  de  los 
participantes  tenía  un  amigo  que  había  usado  cocaína.^’ 
Aparte  de  esta  limitada  encuesta  no  hay  otros  datos 
recientes  para  evaluar  el  progreso  hacia  la  obtención  de 
los  dos  objetivos  precedentes,  por  lo  cual  se  clasifican 
como  indocumentados. 

Mayor  concientización  pública  y profesional 

m.  “Para  1990,  la  proporción  de  mujeres  de  edad  fértil 
consciente  de  los  riesgos  asociados  con  el  embarazo  y la 
bebida,  en  particular  el  Síndrome  de  Alcohol  Peta!,  debe 
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ser  mayor  de  90%.  (En  1979  era  73%.)” — I 

No  hay  datos  de  referencia  locales  fiables  disponibles 
respecto  a este  objetivo.  Una  encuesta  reciente  de  35 
mujeres  de  14  a 19  años  de  edad  y en  el  tercer  trimestre  de 
su  embarazo,  encontró  que  el  86%  de  ellas  tenía 
conocimientos  deficientes  o muy  deficientes  sobre  los 
efectos  del  alcohol  en  el  feto,  pero  el  88%  de  ellas  dijo  no 
haber  consumido  bebidas  alcohólicas  durante  el  emba- 
razo.^' 

Mejoramiento  en  los  servicios  y la  protección 

n.  “Para  1990,  la  proporción  de  adultos  consciente  del 
riesgo  adicional  de  cánceres  de  cabeza  y cuello  para 
personas  con  consumo  excesivo  de  alcohol  debe  exceder 
75%.  (No  hay  datos  de  referencia  disponibles.)” — I 

Hay  evidencia  clínica  y epidemiológica  abundante  que 
demuestra  que  el  consumo  de  alcohol  está  asociado  al 
desarrollo  de  cáncer.  El  uso  excesivo  de  alcohol  se  ha 
relacionado  a aumento  en  riesgo  para  desarollo  de 
cáncer,  particularmente  en  la  boca,  faringe,  laringe  y 
esófago.^'’  En  la  más  reciente  publicación  de  tasas  de 
cáncer  a nivel  regional  y nacional.  Puerto  Rico  tiene  una 
tasa  de  cánceres  de  boca  y faringe  en  hombres  que  es 
171%  mayor  (30.0  vs.  17.5  por  cien  mil)  que  la  de  Estados 
Unidos,  y una  tasa  de  cáncer  de  esófago  247%  mayor  que 
la  de  Estados  Unidos  ( 14.6  vs.  5.9  por  cien  mil).”  No  hay, 
sin  embargo,  datos  de  referencia  disponibles  para  Puerto 
Rico  respecto  a lo  que  pide  este  objetivo. 

o.  “Para  1990,  el  80%  de  los  graduandos  de  escuela 
superior  debe  aseverar  que  percibe  gran  peligro  asociado 
con  el  uso  frecuente  y regular  de  cigarrillos,  uso  de 
marihuana,  uso  de  barbitúricos  o intoxicación  con 
alcohol.  (En  1979,  63%  de  los  graduandos  de  escuelas 
superiores  percibía  “gran  riesgo”  asociado  a fumar  1 ó 2 
cajetillas  de  cigarrillos  al  día,  42%  [veía  gran  riesgo]  con 
el  uso  regular  de  marihuana,  72%  con  el  uso  regular  de 
barbitúricos  y sólo  35%  con  beber  5 ó más  tragos  por 
ocasión,  una  o dos  veces  cada  fin  de  semana.)” — I 

Refiérase  a los  comentarios  después  del  objetivo  L. 

p.  “Para  1990,  los  farmacéuticos,  al  despachar  una 
receta  deben  rutinariamente  aconsejar  a los  pacientes 
sobre  el  uso  apropiado  de  medicamentos  designados  por 
“Food  and  Drug  Administration”  como  de  alta 
prioridad,  con  particular  atención  a las  recetas  para 
pacientes  pediátricos  y geriátricos,  y a los  problemas 
causados  por  ingerir  bebidas  alcohólicas  mientras  se 
toman  ciertos  medicamentos  de  receta.  (No  hay  datos  de 
referencia  disponibles.)” — I 

No  hay  datos  de  referencia  locales  disponibles  respecto 
a este  objetivo. 

Mejoramiento  en  los  servicios  y la  protección 

q.  “Para  1990,  la  proporción  de  trabajadores  en 
firmas  principales  cuyos  patronos  proveen  un  programa 
de  ayuda  a empleados  para  prevención  y referido  por 
abuso  de  sustancias  [intoxicantes]  debe  ser  mayor  de 
70%.  (En  1976,  50%  de  una  muestra  de  las  500  firmas 
principales  según  la  revista  “Fortune”,  ofrecía  algún  tipo 
de  programa  de  ayuda  a empleados.)” — P 

En  Estados  Unidos,  para  1983,  más  de  4,500  firmas, 
incluyendo  la  mayoría  de  las  500  principales,  habían 


establecido  programas  de  ayuda  a empleados  adictos  a 
drogas  o alcohol.”  No  se  conoce  el  número  de  firmas  en 
Puerto  Rico  que  proveen  a sus  empleados  un  programa 
de  ayuda  como  el  que  menciona  este  objetivo.”  Sin 
embargo,  el  Programa  de  Ayuda  Ocupacional  (PAO) 
establecido  en  1978  por  el  Departamento  de  Servicios 
contra  la  Adicción,  ofrece  a las  compañías  privadas 
orientación  y entrenamiento  de  su  personal,  para  que 
establezcan  su  propio  programa  de  ayuda  a los 
empleados.  Además,  por  orden  ejecutiva  del  Gobernador, 
desde  1984  el  PAO  brinda  los  mismos  servicios  a las 
agencias  del  gobierno.” 

Los  problemas  personales  (abuso  de  alcohol,  adicción 
a drogas  lícitas  o ilícitas,  tragedias  familiares,  desórdenes 
mentales,  u otros)  usualmente  causan  un  deterioro  en  la 
productividad  del  empleado,  que  usualmente  se  manifiesta 
en  términos  de  ausencias,  tardanzas,  lesiones  en  el 
trabajo,  y utilización  frecuente  de  beneficios  de  planes 
médicos.  El  PAO  promueve  el  establecimiento  de 
programas  que  funcionan  mediante  el  referimiento  de 
empleados  a causa  de  una  ejecutoria  insatisfactoria 
(productividad  deteriorada),  no  por  la  presencia  del 
problema  personal  en  sí.  Los  programas  proveen 
servicios  de  manera  enteramente  confidencial,  para 
brindarle  al  empleado  una  manera  de  restituir  su 
productividad  y eficiencia.”  Un  estudio  llevado  a cabo  en 
1985  en  seis  estados  con  un  gran  número  de  estos 
programas  encontró  que  los  empleados  con  problemas 
relacionados  al  alcohol  que  consultaban  el  PAO  de  su 
empresa  tenían  una  alta  tasa  de  reanudación  de  trabajo 
productivo.”  En  contraposición  a este  método,  están  los 
sistemas  de  cernimiento  para  drogas  (“drug  screening”) 
mediante  el  examen  compulsorio  de  muestras  de  orina  de 
los  empleados,  que  en  Puerto  Rico  se  efectúa  en  cientos 
de  compañías.  La  rama  ejecutiva  de  los  gobiernos  de 
Puerto  Rico  y Estados  Unidos  ha  hecho  énfasis 
recientemente  en  la  utilización  de  este  cernimiento.”’ 

El  gobierno  federal  también  provee,  para  los  empleados 
de  sus  agencias,  la  opción  de  referimiento  a un  PAO. 

r.  “Para  1990,  las  normas  de  práctica  médica  y 
farmaceútica  deberán  incluir  la  elaboración  de  perfiles  de 
medicamentos  en  90%  de  los  adultos  beneficiados  por  el 
programa  Medicare,  y en  75%  de  otros  pacientes  con 
enfermedades  agudas  y crónicas,  atendidos  en  toda 
institución  médica  privada  y organizada.  (No  hay  datos 
de  referencia  disponibles.)” — P 

La  multiplicidad  y potencia  de  los  medicamentos  que 
reciben  los  ancianos  y los  pacientes  de  enfermedades 
crónicas  los  expone  a peligrosas  interacciones  de  drogas  y 
a efectos  nocivos  de  .severidad  considerable.  Para 
proteger  la  salud  de  los  pacientes  se  ha  recomendado 
preparar  un  “perfil  de  medicamentos”  o listado  de  las 
medicinas  que  toma  la  persona,  para  facilitar  la 
identificación  de  efectos  indeseables  por  interacción  de 
medicamentos.  El  programa  Medicare  no  exige  el  uso  de 
estos  perfiles,  y la  práctica  no  se  ha  generalizado.  El 
Colegio  de  Farmacia  (UPR)  pide  a sus  estudiantes 
practicantes  en  farmacias  de  comunidad  que  preparen 
perfiles  de  medicamentos  para  clientes  con  enfermedades 
crónicas,  y dos  de  las  cadenas  de  farmacias  en  la  isla  han 
incorporado  esta  práctica  a sus  operaciones  rutinarias, 
mediante  el  uso  de  computadoras.  Una  encuesta  de 
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larinacias  de  hospitales  en  la  isla  llevada  a cabo  en  1982  y 
1983  encontró  que  de  los  29  hospitales  que  respondieron 
(el  50%  del  total  de  hospitales  no  federales),  el  33% 
preparaba  perfiles  de  drogas  para  sus  pacientes  ambula- 
torios, pero  el  889?  los  preparaba  para  los  admitidos  al 
hospital/' 

Mejoramiento  en  los  sistemas  de  vigilancia  y evaluación 

s.  “Para  el  1990,  debe  establecerse  un  sistema 
abarcador  de  recogida  de  datos  para  vigilar  y evaluar  el 
impacto  del  mal  uso  de  alcohol  y drogas  sobre  el  estado 
de  salud,  las  lesiones  por  vehículos  de  motor,  agresión  y 
violencia  interpersonal,  agresión  sexual,  vandalismo  y 
daños  a la  propiedad,  resultados  del  embarazo,  y el 
desarrollo  emocional  y físico  de  infantes  y niños.” — I 

Aunque  se  están  desarrollando  en  Estados  Unidos 
sistemas  de  recogida  de  datos  sobre  los  problemas  que 
menciona  este  objetivo,  ninguno  de  esos  sistemas, 
excepto  el  “Fatal  [Motor  Vehicle]  Accident  Reporting 
System”  recoge  información  sobre  Puerto  Rico.^-*^ 

Discusión 

Después  de  la  criminalidad,  el  abuso  de  alcohol  y 
drogas  es  el  problema  que  más  preocupa  a la  sociedad 
puertorriqueña. Sin  embargo,  para  10  de  los  objetivos 
examinados  en  este  artículo,  no  hay  información  con  qué 
evaluar  la  severida  del  problema  en  la  isla.  De  los 
diecinueve  objetivos  nacionales  de  salud  para  1990 
referentes  al  abuso  de  alcohol  y drogas,  sólo  uno  está 
aparentemente  alcanzado  en  Puerto  Rico  (el  consumo 
per  cápita  de  alcohol  no  excede  los  niveles  de  1980).  Ocho 
objetivos  están  bajo  estudio  o siendo  perseguidos  (la  tasa 
anual  de  muertes  por  colisiones  de  vehículo  de  motor 
-CVM-  asociados  a conductores  legalmente  ebrios  debe 
reducirse  a menos  de  9.5  por  cien  mil  habitantes;  la  tasa 
de  mortalidad  por  cirrosis  debe  reducirse  a 12  por  cien 
mil;  la  mortalidad  por  otras  causas  relacionadas  al  uso  de 
drogas  debe  reducirse  a 2 por  cien  mil;  la  proporción  de 
adolescentes  de  12  a 17  años  que  se  abstiene  de  usar 
alcohol  u otras  drogas  no  debe  caer  bajo  los  niveles  de 
1977;  la  proporción  de  adolescentes  de  14  a 17  años  que 
informe  problemas  agudos  relacionados  a la  bebida  debe 
reducirse  a menos  de  17%;  la  proporción  de  bebedores 
problema  entre  todos  los  adultos  de  18  años  o más  debe 
reducirse  a 8%;  la  proporción  de  trabajadores  en  firmas 
grandes  cuyos  patronos  proveen  un  programa  de  ayuda  a 
empleados  por  abuso  de  sustancias  intoxicantes  debe  ser 
mayor  de  70%;  y las  normas  médicas  y farmacéuticas 
incluirán  la  elaboración  de  perfiles  de  medicamentos  en 
la  gran  mayoría  de  los  pacientes).  No  hay  información 
para  evaluar  la  situación  en  Puerto  Rico  respecto  a los 
diez  objetivos  restantes:  la  tasa  anual  de  mortalidad  por 
otros  accidentes  aparte  de  las  CVM,  indirectamente 
atribuíbles  al  uso  de  alcohol,  debe  reducirse  a 5 por  cien 
mil;  la  incidencia  del  Síndrome  Fetal  de  Alcohol  deberá 
reducirse  por  25%;  las  hospitalizaciones  por  reacciones 
adversas  al  uso  de  medicamentos  deben  reducirse  por 
25%;  la  proporción  de  jóvenesde  18  a 25  años  que  informe 
el  uso  frecuente  de  drogas,  aparte  del  alcohol,  no  debe 
exceder  los  niveles  de  1977;  la  proporción  de  adolescentes 
de  12  a 17  años  que  informe  el  uso  frecuente  de  drogas. 


aparte  del  alcohol,  no  debe  exceder  los  niveles  de  1977;  la 
proporción  de  mujeres  de  edad  fértil  consciente  de  los 
riesgos  asociados  con  el  embarazo  y la  bebida  debe  ser 
mayor  de  90%;  más  del  75%  de  los  adultos  debe  estar 
consciente  del  riesgo  adicional  de  cánceres  de  cabeza  y 
cuello  para  personas  con  consumo  excesivo  de  alcohol;  el 
80%  de  los  graduandos  de  escuela  superior  debe  aseverar 
que  percibe  gran  peligro  asociado  al  uso  frecuente  de 
cigarrillos,  marihuana,  barbitúricos  y alcohol;  los 
farmacéuticos  deben  aconsejar  a los  clientes  sobre  el  uso 
apropiados  de  los  medicamentos  de  mayor  riesgo;  y 
habrá  un  sistema  de  recogida  de  datos  para  vigilar  y 
evaluar  el  impacto  del  mal  uso  de  alcohol  y drogas  sobre 
el  estado  de  la  salud. 

Los  patrones  de  consumo  de  alcohol  en  Puerto  Rico 
fueron  estudiados  de  1971a  1978  por  el  Departamento  de 
Siquiatría  de  la  Escuela  de  Medicina,  y la  Escuela  de 
Salud  Pública  del  Recinto  de  Ciencias  Médicas  de  la 
UPR,  y el  Departamento  de  Servicios  contra  la  Adicción, 
y en  1984  se  encuestó  la  población  con  el  “Diagnostic 
Interview  Schedule”  ya  mencionado.”’  Estos 

estudios  fueron  llevados  a cabo  con  métodos  diferentes, 
pero  la  encuesta  de  1973-74  y la  de  1984,  ambas  llevadas  a 
cabo  por  el  Departamento  de  Siquiatría  (UPR), 
coincidieron  en  el  estimado  de  la  prevalencia  “actual”  de 

alcoholismo  (5.5%  y 4.9%,  respectivamente). ‘‘U  2» 

Desafortunadamente,  no  tenemos  información  sobre 
otras  actitudes  y conductas  peligrosas  asociadas  a la 
ingestión  de  licor,  como  por  ejemplo,  conducir  automó- 
viles y cualquier  maquinaria  bajo  efecto  del  alcohol, 
ingerir  alcohol  durante  el  embarazo,  y consumir  licor  en 
la  infancia.  Sólo  una  pequeña  proporción  de  las  muertes 
asociadas  al  uso  de  alcohol  son  causadas  por  los 
problemas  médicos  clásicamente  asociados  al  alcoho- 
lismo. El  número  de  muertes  por  anemia,  cirrosis  y sicosis 
alcohólica  es  muy  pequeño  comparado  con  las  muertes 
por  colisiones  de  vehículos  de  motor,  caídas,  ahogamien- 
tos,  homicidios  y suicidios  en  personas  agudamente 
intoxicadas.  En  Puerto  Rico  no  se  han  efectuado  estudios 
para  medir  la  mortalidad  prematura  asociada  al  alcohol, 
en  la  población  general  o en  grupos  de  edad  especiales, 
como  se  ha  calculado  en  Estados  Unidos. ‘**“*'‘ 

Menos  información  todavía  hay  respecto  al  problema 
de  la  adicción  a drogas  (y  en  este  respecto  estamos  tan 
desprovistos  de  datos  como  el  resto  de  América  Latina)."” 
La  narcomanía  no  es  un  fenómeno  exclusivo  de  la  vida 
actual  en  Puerto  Rico.  A finales  del  siglo  pasado  la 
adicción  a la  morfina  hipodérmica  estaba  “invadiendo  a 
la  sociedad  de  Ponce”,  según  un  periódico.  En  1937  un 
editorial  de  El  Imparcial  llamaba  la  atención  al  extendido 
uso  de  la  marihuana  en  Cataño,  y otros  editoriales  del 
mismo  periódico,  en  1950,  comentaban  que  el  comercio 
ilegal  de  drogas  había  cobrado  un  auge  que  ponía  en 
peligro  al  país.^°  En  1951  un  periodista  aseveraba  que 
“los  marinos  mercantes  y soldados,  además  de  un  gran 
número  de  paisanos  puertorriqueños  de  18  a 28  años  son 
adictos  a la  yerba”.’’ 

El  número  estimado  de  adictos  en  Puerto  Rico  ha 
aumentado  enormemente,  de  cerca  de  14,000  en  1969  a 
cerca  de  70,000  en  1975,  a 100,000  en  1985.”’  ” Es 
necesario  recalcar,  sin  embargo,  que  el  número  exacto  de 
adictos  en  la  isla  se  desconoce,  y los  estimados  citados  son 
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el  producto  de  conjeturas  de  expertos  en  la  materia.  El 
Departamento  de  Psiquiatría  de  la  Escuela  de  Medicina 
de  la  UPR  llevó  a cabo  estudios  en  1970  y 1971  sobre  la 
clientela  adicta  servida  en  los  programas  públicos  y 
privados  de  1961  a 1969,  y el  DESCA  hizo  otro  tanto  en 
1977,  con  la  clientela  conocida  hasta  1976.^“'"^®  De  1980  a 
1981  el  DESCA  realizó  un  estudio  descriptivo  del  perfil 
de  las  mujeres  drogadictas,  pero  la  población  encuestada 
fue  la  de  dientas  de  1973  a 1979  en  las  clínicas  del  propio 
Departamento,  que  atienden  una  pequeña  fracción  de  los 
adictos  que  viven  en  la  isla.”  Estos  perfiles  son  útiles  sólo 
para  prevención  secundaria  o terciaria,  es  decir,  para 
ayudar  al  tratamiento  y rehabilitación  de  las  personas 
con  problemas  severos  por  la  adicción.  Pero  no  ayudan 
para  planificar  programas  de  asistencia  primaria,  que 
eviten  que  las  personas  sin  experiencia  con  el  uso  de 
drogas  tengan  ese  primer  contacto  crucial  con  el  pasajero 
y esclavizante  deleite  del  narcótico.  El  estudio,  ya  citado, 
de  factores  socioepidemiológicos  asociados  al  uso  de 
drogas  en  estudiantes,  es  el  único  de  que  disponemos  en 
Puerto  Rico  para  guiar  la  implantación  de  programas 
preventivos,  pero  el  estudio  ya  tiene  sobre  diez  años.  La 
adicción  es  un  problema  de  dificilísima  cura,  resistente  al 
control  por  medios  legales,  por  lo  cual  la  prevención 
primaria  debe  ser  de  primera  prioridad.”  Mediante  las 
clínicas  de  metadona  y tratamiento  siquiátrico,  y los 
programas  de  rehabilitación,  la  sociedad  trata  de  ayudar 
a los  adictos  y sus  familias.  Paradójicamente,  el  estado 
gasta  millones  en  programas  de  prevención  secundaria  y 
terciaria,  que  cubren  una  fracción  de  la  población 
necesitada  y tienen  efectividad  desconocida,  mientras 
que  no  se  hacen  las  investigaciones  indispensables  para 
evaluar  y explicar  el  problema  de  la  adicción  y su  impacto 
en  la  salud,  la  economía  y la  cultura  de  Puerto  Rico.”‘^‘ 
En  ausencia  de  estudios  poblacionales  detallados,  el 
problema  de  la  adicción  sólo  puede  describirse  super- 
ficialmente, y explicarse  acudiendo  a hipótesis,  conje- 
turas y opiniones. 

Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objectives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years. 
Of  the  nineteen  national  health  goals  for  1990  alluding  to 
misuse  of  alcohol  and  drugs,  only  one  has  been  apparently 
achieved  in  Puerto  Rico  (per  capita  consumption  of  alcohol 
does  not  exceed  1980  levels).  Eight  objectives  are  under 
study  or  being  pursued  (the  death  rate  from  motor  vehicle 
collisions  involving  legally  intoxicated  drivers  should  be 
reduced  to  less  than  9.5  per  100,000  population  per  year; 
the  cirrhosis  mortality  rate  should  be  reduced  to  12  per 
100,000  per  year;  other  drug-related  mortality  should  be 
reduced  to  2 per  100,000  per  year;  the  proportion  of 
adolescents  12  to  17  years  old  who  abstain  from  using 
alcohol  or  other  drugs  should  not  fall  below  1977  levels;  the 
proportion  of  adolescents  14  to  17  years  old  who  report 
acute  drinking-related  problems  during  the  past  year  should 
be  reduced  to  below  17%;  the  proportion  of  problem 
drinkers  among  all  adults  aged  18  and  over  should  be 
reduced  to  8%;  the  proportion  of  workers  in  major  firms 
whose  employers  provide  a substance  abuse  prevention  and 
referral  program  should  be  greater  than  70%;  and  standard 


medical  and  pharmaceutical  practice  should  include  drug 
profiles  on  the  great  majority  of  patients).  There  is  no 
information  to  evaluate  the  situation  in  Puerto  Rico 
regarding  the  remaining  ten  objectives:  fatalities  from 
other  (non-motor  vehicle)  injuries,  indirectly  attributable  to 
alcohol  use,  should  be  reduced  to  5 per  100,000  per  year;  the 
incidence  of  Fetal  Alcohol  Syndrome  should  be  reduced  by 
25%;  hospitalizations  for  adverse  reactions  from  medical 
drug  use  should  be  reduced  by  25%;  the  proportion  of  adults 
18  to  25  years  old  reporting  frequent  use  of  drugs  other  than 
alcohol  should  not  exceed  1977  levels;  the  proportion  of 
adolescents  12  to  17  years  old  reporting  frequent  use  of 
drugs  other  than  alcohol  should  not  exceed  1977  levels;  the 
proportion  of  women  of  childbearing  age  aware  of  risks 
associated  with  pregnancy  and  drinking  should  be  greater 
than  90%;  more  than  75%  of  adults  should  be  aware  of  the 
added  risk  of  head  and  neck  cancer  for  people  with  excessive 
alcohol  consumption;  80%  of  high  school  seniors  should 
state  that  they  perceive  great  risk  associated  with  frequent 
regular  cigarette  smoking,  marijuana  use,  barbiturate  use, 
or  alcohol  intoxication;  pharmacists  should  routinely 
counsel  patients  on  the  proper  use  of  drugs  designated  as 
high  priority  by  the  Food  and  Drug  Administration;  and 
comprehensive  data  capability  should  be  established  to 
monitor  and  evaluate  the  status  and  impact  of  misuse  of 
alcohol  and  drugs  on  health  status.  The  achievement  of 
these  objectives  in  Puerto  Rico,  as  in  other  states,  requires 
the  cooperation  of  many  governmental,  private,  academic 
and  voluntary  institutions. 
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It  Shouldn’t  Even  Be  a Contest 


You  want  whafs  best  for  your  patients  — not  whafs  cheapest.  Yet 
today's  physicians  are  wrestling  with  a troubling  array  of 
cost-containment  initiatives:  fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to  care.  The  stakes  are 
high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness,  but  not  at  the  expense  of 
quality  care  — or  physicians'  freedom  to  provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-containment  information  through  publica- 
tions, workshops  and  annual  meetings;  by  forming  the  Cost  Effective- 
ness Network  and  the  National  Commission  on  the  Cost  of  Medical 
Care;  and  by  launching  projects  like  the  Health  Policy  Agenda  for  the 
American  People.  In  Washington,  D.C.,  and  in  court,  we're  fighting 
government-imposed  fee  freezes  and  other  attempts  to  limit  health 
care  choices. 

This  is  one  fight  you  and  your  patients  can't  afford  to  lose.  Give  the 
profession  the  leverage  it  needs  to  win.  Join  the  AMA. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 


Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 

ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 

FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México:  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapatío 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Facultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 

APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  social  de 
apertura  y cierre  del  curso  de  Educación  Médica. 

EXCURSION  POST-CONVENCION:  Excursión  de  7 
días  “La  Ruta  de  La  Independiencia”  que  nos  llevará  a 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 

CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  lOO.íX) 

Médicos  Méxicanos  25.00 

NOTA:  Para  poder  unirse  a la  excursión  será  nece.sario 
pagar  la  cuota  de  Inscripción. 


20 


¿Podemos  estar  asegurados 
sin  pertenecer  a un  grupo? 


Para  disfrutar  de  los  servicios  de  Triple-S,  no  es  requisito  pertenecer 
o un  grupo.  Nuestro  sistemo  de  PAGO  DIRECTO  te  permite  o ti  y o tu  familia 
unirse  individualmente  o lo  gente  segura  que,  año  tras  año  reciben  lo  mejor 
de  nosotros:  los  servicios  de  Triple-S,  con  lo  tarjeta  que  te  ofrece  libre 
selección  a: 

• La  mayoría  de  los  médicos  y dentistas  de  Puerto  Rico. 

• Todos  los  hospitales  de  Puerto  Rico. 

• Laboratorios  y salas  de  emergencia  en  toaa  la  Isla. 

Y Triple-S  te  ofrece  variedad  de  opciones  y cubierta  dental. 

Tú  escoges  el  plan  a la  medida  de  tus  necesidades  y la  de  los  tuyos. 

¡Seguro  que  sí! 

Visítanos  o llámanos. 

• San  Juan  - Ponce  de  León  431  - 753-7550/765-8020 

• Ponce  - Cond.  El  Embajador,  Ave.  Mostos, 

Esq.  Ramón  Power  - 843-2055 

• Mayagüez  - Calle  Meditación  #53  - 833-4933 

• Arecibo  - Calle  Gautier  Benitez  #55  - 879-4776 


Triple-S  te  da,  seguridad 

Seguros  de  Servicio  de  Salud  de  Puerto  Rico,  Inc. 

Miembro  Blue  Shield  Association 


How  many  times  have  we  thought  this  about  a loved 
one  who  isn’t  performing  up  to  our  expectations. 

We  see  their  depression  as  a bad  attitude.  Misread 
their  self-centeredness  as  a personality  problem.  Believe 
their  inability  to  cope  with  daily  activities  is  laziness. 

But  sometimes  inappropriate  behavior  may  be  a 
warning  sign  of  something  more  serious.  A mental  illness. 

Mental  illness  is  a medical  illness— not  a personal 
weakness.  And  learning  to  recognize  its  warning  signs  can 
be  the  first  step  to  healing  the  sickness. 

Learn  more.  For  an  informative  booklet,  write: 

The  American  Mental  Health  Fund,  P.O.  Box  17700, 
Washington,  D.C.  20041.  Or  call  toll  free:  1-800-433-5959. 
In  Illinois,  call:  1-800-826-2336. 

Learn  to  see  the  sickness.  Learning  is  the  key  to  healing. 

THE  AMERICAN  MENTAL  HEALTH  FUND 


Case  Presentation 


Mucocele  of  the  Vermiform  Appendix  with 
Pseudomyxoma  Peritonei 

Raúl  H.  Márquez-Sarraga,  MD 


Abstract;  A case  of  a mucocele  of  the  vermiform 
appendix  in  association  with  pseudomyxoma  peritonei  as  an 
incidental  intraoperative  findings  during  umbillical  her- 
niorraphy  is  presented.  A thorough  review  of  the  available 
literature  on  this  subject  proposes  that  the  term 
“mucocele"  constitutes  a misnomer,  and  that  the  proper 
classification  to  be  used  is  that  which  considers  the  entity  as 
a clinical  spectrum  ranging  from  mucosal  hyperplasia  to 
mucinous  cystadenoma  to  mucinous  cystadenocarcinoma 
in  association  with  pseudomyxoma  peritonei. 

Case  History 

HRC  is  a 74  year  old  G7P5Ab2  female  patient  with  a 
history  of  diabetes  mellitus  under  medical  treatment 
with  NPH  Insulin  45u  S/C  and  regular  insulin  lOu  S/C 
daily,  of  arterial  hypertension  under  no  medical 
treatment,  and  of  mild  compensated  congestive  heart 
failure.  She  was  electively  hospitalized  on  June  1,  1986 
for  repair  of  an  umbillical  hernia  which  she  claims 
developed  approximately  two  years  ago.  She  claims  that 
recently  the  umbilical  mass  had  grown  somewhat  in  size 
and  that  it  is  associated  with  mild  tenderness.  The  patient 
also  presents  with  a history  of  a vaginal  hysterectomy  in 
1975  due  to  a uterine  prolapse.  On  physical  exam  we  are 
presented  with  a 5’3”,  164  lbs.  elderly  female  who  is 
obese,  alert,  oriented,  afebrile,  and  in  no  acute  respira- 
tory distress.  On  pertinent  physical  exam  findings,  her 
abdomen  is  globose,  soft  and  depressible,  peristalsis  is 
present  and  adequate,  and  it  is  non-tender  to  palpation 
with  no  guarding  or  rebound  tenderness  present.  A 4 x 5 
cms  umbilical  hernia  is  present  which  is  non-reducible 
and  non-tender  to  palpation.  Patient  also  presents  with  a 
large  cystocele  noted  on  vaginal  exam.  Regarding  pre-op 
labs,  CBC,  U/A,  PT/PTT,  as  well  as  SMA-20  were  all 
within  normal  limits  with  the  exception  of  a blood 
glucose  level  of  196  mg/dl.  Chest  X-ray  showed 
borderline  cardiomegaly  with  clear  lung  fields. 

The  patient  was  taken  to  surgery  on  June  2,  1986  for 
an  umbilical  herniorraphy.  Upon  dissection  of  the  hernial 


Departmeni  of  Surgery.  San  Juan  City  Hospital,  Puerto  Rico  Medical 
Center,  Rio  Piedras.  Puerto  Rico 


sac  and  opening  it,  an  abundant  flow  of  an  amber  colored 
gelatinous  substance  was  observed  from  the  peritoneal 
cavity  opening  in  the  fascia.  At  this  time  it  was  decided  to 
proceed  with  a formal  exploratory  laparotomy  which 
revealed  that  the  entire  abdominal  cavity  was  filled  with 
this  jelly-like  substance,  surrounding  all  abdominal 
viscera.  Upon  close  inspection  of  the  right  side  of  the 
colon,  a large  (7  x 5 x 3.5  cms)  ovoid-shaped  mass  was 
obseved  where  the  appendix  should  be  at  the  convergence 
point  of  the  three  taenia  coli.  The  distal  end  presented 
with  a lumen  (stoma-like  appearance)  from  which  the 
jelly-like  substance  was  coming  out.  An  appendectomy 
was  carried  out  and  the  specimen  was  sent  for  patholo- 
gical study  as  well  as  samples  of  the  gelatinous  substance. 
The  entire  abdominal  cavity  was  then  irrigated  with 
copious  amounts  of  saline  solution  and  the  abdominal 
cavity  was  closed  with  interrupted  non-absorbable 
sutures  (Prolene-0)  after  the  umbilical  herniorraphy  was 
completed.  The  hernial  sac  was  also  submitted  to  the 
pathology  service  for  study.  The  patient  followed  an 
uneventfull  post  operative  period,  and  she  was  was 
discharged  home  on  the  fourth  post  op  day  without 
complications. 

The  pathology  service  reported  a round  cystic  mass 
measuring  7 x 5 x 3.5  cms  with  a tannish  grey  external 
appearance  with  prominent  vascularity  and  a portion  of 
bright  yellow  multilobulated  fibroadipose  tissue  attached 
to  one  end.  (Figure  1) 


Figure  1.  Mucocele  of  appendix.  Kxternal  appearance. 
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Mucocele  of  ihe  Vermiform  Appendix... 


Bol.  Asoc.  Med.  P.  Rico  - Enero  1987 


A luminal  end  which  measures  2.4  x 2.4  cms  is  present 
with  the  lumen  measuring  1.5  cms  on  its  main  diameter 
from  which  a light  tan  mucoid  was  coming  out.  On 
section  the  cavity  is  filled  with  abundant  light  tan 
gelatinous  substance  with  a moderate  amount  of 
yellowish  fibrinopurulent  exhudate.  The  wall  of  this 
cystic  structure  is  thin,  but  firm,  and  measures  0.1  cm. 
(Figure  2) 


Figure  2.  Mucocele  of  appendix.  Internal  appearance.  Note  presence  of 
mucoid  substance  in  cavity. 

The  hernial  sac  was  described  as  a round  mass 
measuring  5.5  x 5 x 2.5  cms,  the  external  surface  of 
which  was  tannish  grey  with  moderate  amount  of 
multilobolated  bright  yellow  fibroadipose  tissue  attached. 
On  section  it  presented  with  several  cryptic  areas  ranging 
from  0.5  to  2 cms,  filled  with  pinkish  red  gelatinous 
substance.  The  cystic  cavities  are  separated  by  several 
trabeculae  which  become  thickened  up  to  0.5  cm.  The 
internal  lining  of  these  cystic  cavities  is  smooth  and 
glistening.  The  final  official  pathology  report  was  that  of 
a mucocele  of  the  vermiform  appendix,  and  of  a hernial 
sac  comprised  of  fragments  of  fibrofatty  tissue  with 
foreign  body  granuloma  and  cysts  containing  mucinous 
meterial.  On  microscopy,  the  wall  of  the  mucocele  is  seen 
to  contain  abundant  mucous  secreting  cells  along  the 
border.  (Figure  3) 


Figure  3.  Pholomicroscopy  of  mucocele  wall.  Note  abundant  mucin 
producing  cells  along  lop  border,  (x  40) 


Cytological  examination  of  a sample  of  gelatinous 
substance  from  peritoneal  cavity  submitted  for  analysis 
yielded  abundant  mesothelial-like  cells.  (Figure  4) 


Discusión 

This  clinicopathological  entity  was  first  described  by 
Rokitansky  in  1842,  and  is  reported  by  some  authors  to 
be  observed  in  as  many  as  0.2%  of  all  appendectomies 
performed!  At  present  two  classifications  for  the 
descriptive  term  of  mucocele  of  the  appendix  are  in  use. 
First  there  is  that  of  Woodruff  and  McDonald  who  in 
1940  classified  them  into  a benign  type,  where  the 
mucocele  is  caused  by  obstruction  of  the  appendiceal 
lumen,  and  a malignant  type,  which  in  reality  is  a mucin- 
secreting  adenocarcinoma.  Later  on.  Higa  et  al  in  1973 
preferred  to  consider  all  as  mucinous  neoplasms  which 
comprise  a spectrum  ranging  from  mucosal  hyperplasia, 
mucinous  cystadenoma,  and  mucinous  cystadenocar- 
cinoma!  Some  have  even  further  divided  them  into 
primary  or  secondary,  depending  on  whether  or  not  an 
underlying  pathology  can  be  observed. 

Its  association  with  pseudomyxoma  peritonei  is  not 
rare.  Pseudomyxoma  peritonei  being  a continuous 
accumulation  of  intraperitoneal  mucin  which  is  observed 
in  association  with  cystic  ovarian  tumors,  appendiceal 
neoplasms,  and  with  peritoneal  carcinomatosis  of  a 
mucous-producing  tumor  of  any  other  origin.  The 
presence  of  pseudomyxoma  peritonei  does  not  imply 
malignancy  of  the  tumor,  but  it  may  be  the  cause  of  major 
morbidity  when  recurrent  due  to  intestinal  obstruction. 

The  etiology  of  these  neoplasms  remains  unclear.  To 
support  the  theory  that  mucoceles  of  the  appendix  are 
caused  by  occlusion  of  the  lumen,  an  experimental  model 
with  a rabbit  was  devised  by  Cheng. ^ He  showed  that 
after  surgical  occlusion  of  the  lumen  by  proximal  ligation 
of  the  lumen,  there  was  distal  dilatation  with  flattening  of 
the  epithelium  and  accumulation  of  mucus. 

When  attempting  to  differentiate  between  the  variants 
of  cystadenoma  and  cystadenocarcinoma,  two  micros- 
copic findings  are  thought  to  be  reliable:  stromal  invasion 
by  neoplastic  cells  and/or  the  presence  of  epithelial  cells 


Figure  4.  Photomicroscopy  of  cytology  of  mucoid  substance  in  peritoneal 
cavity.  Note  abundant  cellularity.  (x  100) 
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inthe  extra-appendiceal  mucinous  implants  found  in  the 
malignant  variety.’ 

In  regard  to  the  presence  of  pseudomyxoma  peritonei 
there  are  two  current  theories  postulated.  One  states  that 
viable  mucus-secreting  tumor  cells  are  implanted  in  the 
peritoneal  cavity,  and  these  in  turn  continue  to  function 
and  produce  mucin.  The  other  states  that  the  extra vasated 
mucin  serves  as  a peritoneal  irritant  causing  hyperplasia 
and  metaplasia  of  the  mesothelium  which  then  produces 
mucin.^ 

The  clinical  presentation  of  these  patients  is  varied.  In 
general,  symptomatic  patients  can  present  with  vague 
abdominal  distress,  acute  or  chronic  pain,  and  rarely  with 
intermittent  colicky  pain  caused  by  intussuception  of  the 
mucocele  into  the  cecum.’  Mucocelesare  rarely  diagnosed 
pre-operatively,  most  of  them  presenting  clinically  as 
acute  appendicitis  or  equivocally  diagnosed  in  female 
patients  as  right  ovarian  cysts  when  symptomatic. 

To  aid  in  their  diagnosis  when  suspected,  several 
techniques  have  been  used.  Endoscopically  a mucocele 
appears  like  a submucosal  mass  (like  a lipoma)  due  to  its 
soft  consistency.  Sonography  usually  demonstrates  a 
cystic  mass  which  is  extrinsic  to  solid  abdominal  viscera. 
If  high  echogenicity  is  present  this  may  indicate  calcifica- 
tion of  the  mucocele  as  that  seen  in  a porcelain  appendix! 

CT  scan  usually  shows  a cystic  mass  with  or  without 
calcification  or  septation.  Angiography  may  show  a 
stretched  appendiceal  artery  without  neovascularity! 

In  terms  of  treatment,  appendectomy  is  usually  suf- 
ficient for  benign  tumors  of  the  appendix.*  When  the 
clinical  variant  of  a mucinous  cystadenocarcinoma  of  the 
appendix  is  diagnosed,  an  ileocolectomy  is  considered  to 
be  the  proper  surgical  procedure,  followed  in  many 
instances  by  radiotherapy.  It  should  be  noted  that  no 
metastatic  spread  to  areas  above  the  diaphragma  or  to 
lymph  nodes  have  been  reported. 

The  presence  of  pseudomyxoma  peritonei  may  in  time 
lead  to  the  death  of  the  patient  by  infection,  intestinal 
obstruction,  or  invasion  of  surrounding  structures  such 
as  bladder,  abdominal  wall,  or  bowel.  Removal  of  as 
much  of  the  malignant  tumor  may  help  in  prolonging  life, 
even  for  years,  but  peritonitis  is  frequent  after  such 
palliative  operations. 

Conclusion 

We  have  just  presented  a case  of  a mucocele  of  the 
vermiform  appendix  in  association  with  pseudomyxoma 
peritonei  as  an  incidental  finding  during  umbilical 
herniorraphy.  These  tumors  are  relatively  infrequent,  in 
particular  with  this  clinical  presentation,  and  we  believe 
that  this  is  a worthwhile  addition  to  the  present  medical 
literature.  It  should  be  noted  that  at  present  the  term 
“mucocele”  is  a misnomer,  with  most  authors  in  the 
literature  reviewed  believing  that  the  term  should  be 
dropped  from  use  since  what  we  really  have  is  a clinico- 
pathologica!  spectrum  ranging  from  mucosal  hyper- 
plasia to  mucinous  cystadenoma  to  mucinous  cystadeno- 
carcinoma in  association  with  pseudomyxoma  peritonei. 


Resumen:  El  caso  clínico  de  un  mucocele  del  apéndice 

vermiforme  en  asociación  con  pseudomyxoma  peritonei 
como  un  hallazgo  incidental  íntraoperatorio  durante  la 
reparación  de  una  hernia  umbilical  es  presentado.  Un 
repaso  detallado  de  la  literatura  médica  disponible  de  este 
tema  propone  que  el  término  de  “mucocele”  no  es  un 
termino  descriptivo  correcto,  y que  la  clasificación  propia  a 
utilizar  es  aquella  que  considera  esta  entidad  como  un 
espectro  clinicopatológico  que  va  desde  hiperplasia  de  la 
mucosa  a cistadenoma  mucinoso  a cistadenocarcinoma 
mucinoso  en  asociación  con  pseudomyxoma  peritonei. 
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¿Es  la  Medicina  una  Profesión? 

Enrique  Vázquez-Quintana,  IMD* 


Durante  mis  años  de  estudiante  universitario,  la  dife- 
rencia entre  un  profesional  y un  obrero  estaba  diáfa- 
nadamente  clara.  Se  asistía  a la  universidad  para  obtener 
la  preparación  básica  que  eventualmente  permitiría 
completar  estudios  en  las  profesiones  tradicionales,  tales 
como:  medicina,  abogacía,  ingeniería,  etc.  Se  suponía 
que  el  profesional  en  general  poseía  inteligencia  superior, 
estudiaba  y trabajaba  mucho  más  horas  que  un  obrero. 
El  profesional  además  trabajaba  a horas  irregulares  y 
obviamente  su  responsabilidad  era  mayor.  Los  profesio- 
nales no  se  unionaban,  no  hacían  huelga  y sus  honorarios 
no  se  cuestionaban.  El  médico  fijaba  sus  honorarios  de 
acuerdo  a la  capacidad  de  pago  de  sus  pacientes.  El 
profesional  debía  mantenerse  al  día  en  su  disciplina  por 
medio  de  estudios  mucho  antes  de  que  se  introdujera  el 
término  de  educación  continua.  El  profesional  gozaba  de 
gran  prestigio,  respeto  y sus  actuaciones  muy  pocas  veces 
se  cuestionaban  y en  particular  el  médico  era  el  amigo  de 
la  familia.  Se  practicaba  el  arte  de  la  medicina  más  que  la 
ciencia  y la  tecnología,  las  cuales  no  estaban  muy  desarro- 
lladas. Las  demandas  por  responsabilidad  pública  eran 
raras  y más  raras  aún  las  demandas  por  responsabilidad 
profesional.  El  público  no  estaba  muy  informado  y el 
paciente  confiaba  ciegamente  en  su  médico,  ejemplari- 
zado por  nuestros  humildes  pacientes  que  decían: 
“Doctor,  siga  pa’lante  que  usted  es  el  que  sabe”.  Esta  fue 
la  era  romántica  de  la  medicina. 

Esta  diferencia  entre  el  profesional  y el  obrero  se  ha  ido 
eliminando  gradualmente.  Las  oportunidades  de  educa- 
ción universitaria  se  han  hecho  accesibles  a un  mayor 
segmento  de  la  población.  Cambiamos  de  forma  abrupta 
de  una  sociedad  agrícola  a una  industrializada  y más 
rápido  aún  entramos  a ser  una  sociedad  informativa.  Se 
ha  creado  una  gran  cantidad  de  profesiones  y especiali- 
dades nuevas  que  han  dado  lugar  a grandes  avances  en 
todas  las  esferas  del  saber  humano.  Se  ha  creado  una 
clase  tecnológica  mucho  más  educada,  y la  sociedad  está 
muy  bien  informada  en  los  adelantos  científicos.  Los 
descubrimientos  y la  tecnología  han  traído  grandes 
beneficios  a la  humanidad  mejorando  nuestra  longevidad 
y calidad  de  vida.  Posiblemente  todo  esto  ha  traído  como 
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resultado  el  que  se  haya  desatendido  el  arte,  siendo  éste 
reemplazado  por  la  tecnología  un  tanto  carente  de  calor 
humano.  Actualmente  vivimos  el  mejor  período  en  la 
medicina  desde  el  punto  de  vista  de  los  conocimientos  y 
tratamientos  efectivos  que  podemos  ofrecer  a nuestros 
pacientes.  No  obstante,  el  descontento  es  rampante. 
Muestra  de  ello  es  el  alto  número  de  demandas  por 
responsabilidad  profesional.  Por  múltiples  razones  los 
costos  de  la  medicina  han  aumentado  vertiginosamente  y 
se  le  exige  al  médico  que  brinde  servicios  de  excelencia  a 
bajo  costo.  Los  honorarios  médicos  han  sido  reglamen- 
tados y congelados  tanto  por  los  seguros  médicos  como  por 
el  Gobierno  Federal.  Nuestra  sociedad  confronta  un 
dilema,  exige  servicios  de  excelencia  a un  bajo  costo. 
Obviamente  no  podemos  tener  ambas  cosas  simultánea- 
mente. Luego  de  remover  los  gastos  superfluos  e 
innecesarios,  y de  transferir  los  costos  del  Gobierno 
Federal  al  Estatal  o del  patrono  al  empleado,  alguien 
tiene  que  pagar  la  cuenta.  Viviendo  en  un  sistema  capita- 
lista pretendemos  ser  al  mismo  tiempo  igualitarios.  Estas 
dos  posiciones  son  mutuamente  excluyentes  en  presencia 
de  recursos  económicos  limitados. 

En  el  1915,  Abraham  Flexner,'  llevó  a cabo  un  análisis 
del  profesionalismo  y señaló  seis  características  típicas  de 
una  profesión: 

1.  Las  actividades  de  una  profesión  son  principal- 
mente intelectuales,  el  trabajo  realizado  es  complicado  y 
de  naturaleza  personal. 

2.  El  trabajo  profesional  es  derivado  principalmente 
de  la  ciencia  y el  aprendizaje. 

3.  El  trabajo  profesional  es  práctico,  debe  ser  aplicado 
a un  asunto  definido,  concreto. 

4.  Una  profesión  debe  tener  una  técnica  que  pueda  ser 
comunicada  o enseñada  a otros.  Debe  haber  un  acuerdo 
general  de  las  metas  de  una  profesión  al  igual  que  las 
destrezas  que  poseen  sus  miembros. 

5.  La  profesión  debe  existir  como  una  organización 
democrática  o hermandad  con  actividades  y responsabi- 
lidades definidas,  interesantes  y retadoras. 

6.  Una  profesión  debe  estar  dirigida  a realizar  objeti- 
vos que  ayuden  a la  sociedad  en  lugar  de  satisfacer  las 
necesidades  e intereses  de  sus  miembros.  La  profesión 
debe  tener  un  motivo  altruista. 

Bajo  la  definición  de  Flexner,  ingeniería,  leyes  y 
medicina  cualifican  como  profesiones.  Sin  embargo. 
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enfermería,  trabajo  social  y la  banca  no  se  aceptan  como 
profesiones.  En  el  banquero  el  incentivo  de  ganacias  es 
muy  grande  y enfermería  y trabajo  social  carecen  de 
responsabilidad  original  o final  en  sus  tareas  y dependen 
básicamente  de  otro  profesional  para  hacer  las  decisiones 
más  importantes. 

Los  estados  o gobiernos,  tanto  democráticos  como 
totalitarios,  retienen  para  sí  el  poder  de  otorgar  licencias 
a los  profesionales  y a los  obreros  diestros.  Los  gobiernos 
deben  salvaguardar  la  seguridad  de  sus  ciudadanos.  Por 
otro  lado,  en  la  medicina  específicamente  la  autoridad 
moral  y profesional  la  otorga  el  paciente  como  un 
mecanismo  de  defensa.  No  hay  ninguna  entrega  o delega- 
ción de  autoridad  individual  más  grande  que  la  de  un 
paciente  hacia  su  médico  y la  entrega  es  más  grande  aún 
cuando  se  otorga  un  consentimiento  para  llevar  a cabo  un 
procedimiento  quirúrgico. 

Hay  diferentes  formas  de  proveer  servicios  médicos 
profesionales  que  varían  de  acuerdo  a la  forma  de 
gobierno  de  los  distintos  países.  Así  por  ejemplo,  en  los 
Estados  Unidos,  basado  en  el  sistema  capitalista, 
predomina  el  pago  por  servicios  directos,  en  países  totali- 
tarios y socialistas  el  servicio  es  supuestamente  gratuito, 
su  financiamiento  proviene  obviamente  de  la  productivi- 
dad de  la  propia  sociedad,  y su  nivel  de  cubierta  o 
excelencia  es  muy  variable.  Inglaterra  tiene  un  sistema  de 
salud  socializado  donde  se  le  garantiza  a todo  cuidadano 
servicios  primarios  y de  emergencia.  El  país  está 
regionalizado  como  Puerto  Rico,  y existe  un  sistema  de 
referido  de  la  periferia  hacia  las  instituciones  secundarias 
o terciarias.  Canada  tiene  un  plan  universal  de  salud 
establecido  en  el  1 962,  operado  por  el  gobierno  que  cubre 
prácticamente  todo  el  servicio,  excepto  cuarto  privado  o 
semi-privado.  Los  médicos  que  trabajan  en  los  hospitales 
reciben  su  pago  por  servicio  directo.  Los  honorarios  tiene 
que  ser  negociados  con  el  gobierno  provincial  anual- 
mente, y está  prohibido  cobrar  en  adición  a lo  estipulado 
en  el  plan.  Los  pacientes  indigentes  que  no  pueden  pagar 
las  primas  de  seguro  de  salud,  reciben  asistencia  parcial  o 
total  sin  costo  alguno  para  ello.  Lo  mismo  ocurre  con 
personas  sobre  65  años  de  edad.  Canada,  contrario  a los 
Estados  Unidos,  ha  podido  mantener  sus  gastos  de  salud 
en  9.6%  de  su  producto  nacional  bruto  y ha  mantenido 
un  solo  nivel  de  prestación  de  servicios  donde  todo 
ciudadano  tiene  acceso  sin  importar  su  capacidad  de 
pago. 

En  Puerto  Rico,  tenemos  un  sistema  de  pago  directo 
por  servicio  en  el  sector  privado  que  comprende 
alrededor  de  30%  de  la  población  y el  sistema  guber- 
namental o público  para  el  70%  de  nuestra  población.  El 
sistema  público  provee  servicios  a nivel  primario, 
secundario  y terciario.  Existe  una  diversidad  de  proble- 
mas que  ustedes  conocen,  aún  asi  los  índices  de  sobrevida 
y mortalidad  infantil  son  excelentes  y en  algunos  aspectos 
superiores  a los  de  Estados  Unidos.  Hemos  ensayado  con 
la  privatización  de  la  medicina,  se  están  empezando  a 
introducir  en  Puerto  Rico  las  compañías  nacionales 
multihospitalarias,  cuidado  manejando  como  HMO’S, 
PPO’S  y además  tenemos  como  otros  tantos  países,  un 
exceso  de  médicos. 

Cuando  se  introdujo  la  legislación  de  “Medicare”,  el 
Presidente  Johnson  le  a.seguró  a la  Asociación  Médica 


Americana  que  el  Gobierno  Federal  no  alteraría  el 
sistema  establecido,  no  interferiría  con  la  relación 
médico-paciente.  Los  acontecimientos  ulteriores  han 
demostrado  lo  contrario. 

Transacciones  fraudulentas,  hospitalizaciones  innecesa- 
rias, sobreutilización  de  servicios  y pruebas  de  diagnóstico, 
medicina  defensiva  y la  situación  económica  de  los 
Estados  Unidos  y Puerto  Rico  han  dado  lugar  a una  serie 
de  leyes  que  han  afectado  y seguirán  afectando  la  presta- 
ción de  servicios  médicos  y que  interviene  o modifica  la 
definición  de  una  profesión.  En  el  1970  se  introdujo  el 
PSRO,  en  el  1983  el  PRO,  recientemente  se  hicieron 
enmiendas  a la  Ley  del  Tribunal  Examinador  de  Médicos 
de  Puerto  Rico.  Los  médicos,  la  única  profesión  no 
colegiada  en  Puerto  Rico,  está  llevando  a cabo  un 
Referendum  con  el  propósito  de  tener  más  poder  de 
cabildeo,  en  otros  países  se  ha  recurrido  hasta  la  huelga, 
generalmente  con  efectos  adversos  al  prestigio  de  la 
profesión  médica. 

De  las  características  de  una  profesión  enumeradas 
anteriormente,  las  dos  más  importantes  son:  que  el 
servicio  que  se  rinde  es  de  carácter  personal  y que  el 
médico  debe  tener  un  sentido  altruista.  Son  esas  preci- 
samente las  que  más  han  sufrido  los  efectos  de  la  legis- 
lación señalada. 

En  el  carácter  personal,  la  relación  médico-paciente  ha 
sido  afectada  adversamente,  tanto  por  la  Legislación 
Local,  como  la  Legislación  Federal.  El  PRO,  en  su  afán 
por  limitar  los  gastos,  ha  conllevado  a una  intromisión  en 
la  relación  médico-paciente,  antes  de  que  el  paciente  se 
queje  de  que  algo  anda  mal  en  su  relación  con  su  médico. 
Por  otro  lado,  el  PRO  maniata  al  profesional  a unas  pres- 
cripciones de  tratamiento  como  un  libro  de  cocina,  no 
dando  margen  a la  improvisación  en  el  manejo  de  un 
paciente  y lo  que  es  peor  aún,  removiendo  el  arte  de  la 
práctica  de  la  medicina.  De  igual  forma,  interviene  en  la 
relación  médico-paciente  la  Ley  del  Tribunal  Examinador 
de  médicos  de  Puerto  Rico  en  su  sección  donde  requiere 
que  personal  médico  o paramédico  informe  al  Tribunal 
Examinador  de  Médicos  de  cualquier  manejo  que 
considere  desfavorable  a un  paciente  antes  de  que  el 
paciente  se  queje  de  que  el  médico  ha  hecho  algo  en  su 
contra  y de  hecho  promueve  el  que  se  levanten  querellas 
con  evidencias  incompleta.  Remueve  hasta  el  perdón  de 
parte  del  paciente  hacia  su  médico.  El  médico  de  cabecera 
es  el  que  mejor  conoce  el  historial,  los  hallazgos  físicos  y 
el  manejo  de  un  paciente  en  particular. 

TEFRA  (Tax  Equity  and  Fiscal  Responsibility  Act.  of 
1982)  en  su  Sección  142  crea  el  PRO  y la  Sección  1158 
establece  sanciones  si  las  obligaciones  estipuladas  por 
PRO  no  son  cumplidas.  Las  sanciones  son  publicadas  en 
los  periódicos  locales,  se  notifican  a las  Agencias 
Estatales  y Sociedades  Médicas,  se  prohibe  tratar 
pacientes  de  Medicare  por  períodos  de  seis  a doce  meses  y 
la  devolución  de  los  costos  incurridos  innecesariamente. 
Vemos  como  a una  profesión  por  primera  vez  se  le 
aplican  sanciones.  Las  sanciones  se  tramitan  a través  de 
la  oficina  del  Inspector  General  (OIG-Office  of  the 
Inspector  General),  parecida  al  Fiscal  Especial  que  se 
incluye  en  las  enmiendas  a la  Ley  del  Tribunal 
Examinador  de  Médicos  de  Puerto  Rico. 
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Al  presente  se  lleva  a cabo  una  evaluación  concurrente 
por  varios  planes  prepagados,  se  requieren  segundas 
opiniones,  hay  que  obtener  autorización  para  admitir 
pacientes  al  hospital  con  ciertos  diagnósticos,  hay  que 
darlos  de  alta  dentro  del  tiempo  estipulado.  El  PRO 
tendrá  un  efecto  adverso  al  causar  que  lo  médicos 
rechacen  casos  difíciles  o que  conlleven  un  riesgo  o 
mortalidad  altos.  El  PRO  promueve  una  confrontación 
entre  el  médico  y el  hospital.  El  médico  deberá  estar 
atento  para  que  no  se  penalice  por  fallas  administrativas 
propias  del  hospital,  tales  como  tardanzas  en  procedi- 
mientos de  diagnóstico,  cancelación  de  procedimientos 
quirúrgicos,  y otros  que  puedan  prolongar  la  estadía  del 
paciente  en  el  hospital. 

Por  lo  menos  un  estado  en  los  Estados  Unidos, 
Minnesota,  aprobó  una  ley  condicionando  la  práctica  de 
la  profesión  médica  a que  se  acepte  tratar  los  pacientes  de 
Medicare,  la  constitucionalidad  de  esta  ley  está  por 
decidirse  al  presente  en  el  Tribunal  Supremo  de  los 
Estados  Unidos.  El  mero  hecho  de  haber  sido  aprobada 
por  una  legislatura  es  un  indicio  de  el  tipo  de  legislación 
que  los  gobiernos  están  dispuestos  a aprobar.  Todas  estas 
leyes  le  restan  autonomía  a la  profesión  médica,  disminu- 
yen su  autoridad  y promueven  un  mayor  número  de 
demandas  por  responsabilidad  profesional.  Me  da  la 
impresión  de  que  en  un  futuro  cercano  no  habrá  mucha 
diferencia  en  como  se  practica  la  medicina  en  un  país 
democrático,  un  país  socialista  o un  país  totalitario.  La 
única  diferencia  será  la  libertad  individual  del  médico.  En 
las  democracias  aún  existe  una  diferencia  significativa  en 
los  ingresos  que  recibe  un  profesional  vs.  lo  que  percibe 
un  obrero,  pero  obviamente  las  responsabilidades  son 
distintas. 

Por  lo  anteriormente  expresado,  la  clasificación  de 
medicina  como  una  profesión  es  cuestionable.  Sin 
embargo,  para  recobrar  esa  confianza  perdida,  para 
recobrar  nuestra  autoridad  y para  satisfacción  propia 
individual,  cada  médico  puede  continuar  siendo  un 
profesional  siguiendo  la  definición  de  una  profesión. 
Para  recobrar  ese  prestigio  hay  que  practicar  la  medicina 
siguiendo  un  código  de  integridad  moral  y ética 
intachable.  Como  todos  sabemos,  no  hay  forma  de 
predecir  quién  será  un  buen  médico,  ni  las  notas  de 
colegio,  ni  el  examen  de  ingreso  a la  Escuela  de  Medicina, 
ni  los  resultados  de  los  examenes  de  las  Juntas  Médicas, 
ninguno  de  estos  parámetros  correlaciona  con  una 
práctica  excelente  de  la  medicina.^ 

Integridad  se  define  como  mantenerse  vertical,  sin 
doblegarse  por  influencias  extrañas,  ya  sean  éstas 
económicas,  políticas  o de  otra  índole,  que  no  sean  las 
que  mejor  correspondan  a los  derechos,  valores  morales  y 
autonomía  de  sus  pacientes. 

Tenemos  que  recobrar  para  nuestro  grupo  el  poder  de 
autoregulación,  de  velar  por  que  la  calidad  del  servicio 
médico  continúe  siendo  de  excelencia.  Los  médicos 
deberán  saber  las  nuevas  reglas  para  la  práctica  de  la 
profesión. 

Los  médicos  que  se  comporten  dentro  de  ese  código  de 
integridad  moral  y ética,  no  confrontarán  problemas 
mayores  en  la  práctica  de  su  profesión,  y no  tendrán 
problemas  médico  legales. 


Ser  médico  es  relativamente  fácil,  ser  un  profesional 
conlleva  un  tipo  de  comportamiento  especial.  Debemos 
mantener  la  integridad  y el  profesionalismo  individual. 
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Increase  in  public  awareness  and  interest  in  calcium 
(Ca)  and  osteoporosis  since  The  American  Society 
for  Bone  and  Mineral  Research  released  its  osteoporosis 
guidelines  in  1982  led  to  the  National  Institutes  of  Health 
(NIH)  Consensus  Conference  on  Osteoporosis  in  1984. 
Then  the  NIH  recommended  increasing  Ca  intake  to 
1000  mg/day  for  premenopausal  and  estrogentreated 
postmenopausal  women,  and  to  1500  mg/day  for 
estrogen-deprived  postmenopausal  women.'  These  recom- 
mendations contrast  sharply  with  actual  practice.  Prior 
studies  conduced  by  the  National  Center  for  Health 
Statistics  had  shown  median  Ca  intakes  in  middle-aged 
women  in  the  range  of  500  mg/day.^’  ^ 

The  pharmaceutical  and  food  industries  were  not  slow 
to  move  into  this  gap.  The  Ca  supplement  market,  just 
$17  million  in  1980,  is  estimated  by  the  industry  to  reach 
$200  million  by  1988.  Similarly,  food  producers  have 
moved  to  fortify  products  ranging  from  all-purpose  flour 
to  soft  drinks  and  breakfast  cereals. 

Questions  arise  about  bioavailability.  Are  various  Ca 
sources  all  equally  available?  Are  some  better  utilized? 
Do  Ca-containing  foods  or  supplements  interact  with 
other  foods  in  positive  or  negative  ways? 

Definition  of  Bioavailability 

Bioavailability,  when  used  in  a nutrional  context, 
means  the  relative  efficiency  with  which  an  element  is 
absorbed  from  a given  source.  Thus,  iron  exhibits  better 
bioavailability  when  ingested  as  heme  iron  (as  in  typical 
meats)  than  as  vegetable  iron.  But  the  issue  is  more 
complex  with  Ca.  Extra  absorption  confers  no  net 
nutritional  benefit  if  the  extra  absorbed  Ca  is  offset  by 
increased  Ca  excretion  in  the  urine  or  the  digestive  juices. 
So,  Ca  biovailability  must  be  extended  to  cover  all  the 
steps  of  the  Ca  economy,  culminating  in  retention  or 
equilibrium. 
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Further,  bioavailability  is  strongly  linked  to  current 
needs  of  the  ingesting  person.  Whereas  iron-deficiency 
anemia  and  iron  need  can  be  considered  to  be  substan- 
tially identical,  low  bone  mass  and  Ca  needs  are  not 
always  equivalent.  The  reasons  are  that  mechanical 
loading,  genetic  factors,  and  hormonal  status  also 
strongly  influence  bone  mass.  When  Ca  intake  is  the 
limiting  factor,  genetically  programmed  bone  mass  will 
not  be  achieved,  or  a previously  achieved  bone  mass  will 
be  reduced.  When  that  is  the  case,  assuring  and  adequate 
Ca  intake  and  addressing  matters  of  relative  absorbabi- 
lity are  of  obvious  importance.  But  when  ab.sorhed  Ca 
intake  is  not  the  limiting  faetor,  Ca  bioavailahility  becomes 
largely  irrelevant.  And  not  just  to  the  person:  the 
nutritional  scientist  cannot  evaluate  Ca  bioavailability  in 
such  an  individual. 

Bioavailability  will  be  approached  here  from  four 
standpoints:  relative  absorbability  from  different  sources, 
conditions  which  affect  absorbability  within  source, 
impact  of  different  sources  on  endogenous  Ca  entry  into 
the  G1  tract,  and  Ca  retention  after  absorption. 

Measurement  of  Absorbability 

First,  however,  it  is  useful  to  describe  how  absorbabi- 
lity is  measured.  Generally,  absorption  of  a nutrient  can 
be  estimated  by  measurement  of  the  difference  between 
ingested  intake  and  fecal  output.  That  is  not  a useful 
approach  with  Ca  because  about  150  mg  Ca/day  enters 
the  gut  from  endogenous  sources  (digestive  secretions 
and  sloughed  off  mucosal  cells).  This  entry  (EFCa) 
comprises  a substantial  addition  to  the  Ca  ingested  by  the 
average  person;  it  varies  considerably  from  person  to 
person,  and  probably  from  time  to  time  in  the  same 
person.  So  it  must  be  measured  simultaneously  with  Ca 
absorption  in  each  experimental  subject.  This  requires 
parenteral  injection  of  a suitable  Ca  tracer,  which  has 
been  possible  only  for  the  last  30  years.  True  fractional 
absorption  is  given  as: 

Fx  Ca  lntake-(  Fecal  Ca — EFCa) 

Ca  Intake 
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Fractional  absorption  measured  in  this  way  tends  to  be 
inaccurate  in  individuals  because  of  the  large  error 
inevitably  involved  in  timing  fecal  collections;  moreover, 
the  absolute  error  varies  directly  with  Ca  intake,  as  is 
suggested  from  inspection  of  the  foregoing  formula.  So 
the  method — strong  in  theory — is  inherently  weak  in 
application,  particularly  when  used  to  measure  absorp- 
tion from  Ca  supplements.'' 

Alternatively,  absorption  may  be  measured  by  directly 
labeling  the  ingested  food  with  a Ca  isotope  and  measur- 
ing appearance  of  the  tracer  in  various  body  com 
compartments  (e.g.,  blood,  urine,  forearm  tissue  mass). 
Because  blood  or  tissue  levels  of  the  absorbed  tracer  will 
vary  with  body  size  and  composition  as  well  as  with 
excretion  rate  and  bone  remodeling  activity,  such  levels, 
by  themselves,  are  not  good  measures  of  absorption.  An 
internal  standard,  subject  to  the  distribution  and 
turnover  as  the  absorbed  tracer,  is  needed.  Thus  a second 
tracer — distinguishable  from  the  firts — is  injected  intra- 
venously at  the  midpoint  of  absorption  of  the  oral  load. 
Fractional  absorption  is  then  expressed  as  the  quotient  of 
the  two  tracers  in  the  selected  compartment  after  20-24 
hours,  i.e., 

Fx  fx.  oral  tracer 
fx.  FV.  tracer 

Young  and  middle-aged  women  are  found  to  absorb 
on  average  25%-35%  by  either  method.  The  strength  of 
this  approach  is  that  it  is  inherently  quite  precise  and  can 
be  carried  out  with  high  accuracy.  Its  weakness  lies  in  the 
need  to  insure  that  the  traceratoms  are  evenly  distributed 
throughout  the  food  or  supplement  being  tested.  Simply 
mixing  a solution  of  tracer  with  the  foods  is  not  sufficient 
to  effect  real  labeling  of  the  food  Ca. 

There  are  many  short-cut  tests  for  Ca  absorption  based 
on  single  measurements  from  only  an  oral  tracer,  or  on 
urinary  Ca  excretion  from  an  absorbed  load.^>*>  ^ While 
they  all  generally  correlate  with  true  absorption,  they  all 
add  a component  of  variability  which  is  often  greater 
than  the  differences  in  absorbability  likely  to  be 
encountered  in  different  Ca  sources.  Hence,  they  are 
simply  not  suitable  to  answer  questions  of  Ca  bioavaila- 
bility. 

Relative  Absorbability 

While  it  seems  plausible  that  some  sources  would  be 
less  readily  absorbed  than  others,  the  evidence  is  contra- 
dictory. It  seems,  at  least  for  human  nutrition,  that  the 
differences  in  relative  absorbability  from  different  food 
and  supplement  sources  may  be  relatively  small. 

Some  Ca  sources  are  relatively  insoluble  in  water  (e.g., 
Ca  carbonate  and  the  various  Ca  phosphates);  in  other 
cases,  Ca  co-exists  in  food  with  substances  which  in  the 
test  tube  bind  with  Ca  and  precipitate  it  out  of  solution 
(e.g.,  oxalates  and  phytates).  It  is  a popular  view  that  Ca 
is  not  readily  available  from  such  sources,  or  that  Ca-rich 
foods  (such  as  milk  or  cheese)  should  not  be  taken  at  the 
same  meals  as  rhubarb  or  spinach,  or  foods  such  as  some 
whole  grains,  rich  in  phytate.  Yet,  modern  absorption 
methods  have  not  been  applied  to  most  of  these  disputed 
substances. 


Older  balance  and  tracer  studies  suggest  that  the  newer 
methods  may  not  find  much  interference  of  oxalates  and 
phytates  with  Ca  absorption.  Balance  studies  in  which  a 
major  portion  of  the  Ca  intake  was  from  spinach,  or  to 
which  an  excess  of  oxalic  acid  had  been  mixed  into  the 
food,  have  as  often  as  not  failed  to  show  any  substantial 
effect  of  oxalate  on  Ca  absorbability.*  Further,  tracer 
studies  of  Ca  absorption  from  breakfast  cereals,  with  and 
without  phytate,  showed  no  effect  of  a substantial 
phytate  load.^  When  one  pools  the  data  from  several 
studies  over  the  years,  there  is  a hint  that  Ca  absorption  is 
slightly  less  efficient  when  spinach  Ca  is  a large 
component  of  the  total  Ca  intake,  but  the  effect  seems 
small.  It  appears  that  the  human  intestine  has  failed  to 
read  the  physical  chemistry  textbooks. 

More  modern  methods  have  been  applied  to  some  of 
the  Ca  supplements — e.g.,  carbonate,  phosphate,  citrate, 
etc.  Here,  too,  predictions  have  not  been  borne  out. 
Depending  somewhat  upon  experimental  conditions, 
absorption  from  these  pure  chemical  substances  seems  to 
be  roughly  equivalent  to  one  another,  and  just  about  the 
same  as  from  food  sources  generally,'®  i.e.,  25%-35%  in 
women  20-60  years  old.  There  appear  to  be  some 
exceptions  to  this  generalization  (see  below),  but  in 
general  they  are  minor. 

Factors  That  Affect  Absorbability 

Apart  from  intrinsic  absorbability  of  the  Ca  forms 
contained  in  ingested  food  or  supplements  there  is  a 
question  about  need  for  gastric  acid  for  absorption  of 
certain  Ca  sources  (e.g.,  carbonate),  as  well  as  interest  in 
certain  absorption  enhancers,  such  as  lactose.  In  fact, 
there  is  a broader  question  of  the  effect  of  food  itself.  Is 
Ca  absorbed  better  on  an  empty  stomach  or  when  mixed 
with  food?  The  answers  are  not  all  in,  but  enough  has 
been  done  in  recent  years'®’  " to  show  quite  clearly  that, 
although  Ca  carbonate  may  be  better  absorbed  in  some 
people  if  taken  with  food,  acid  is  not  itself  necessary  for 
Ca  absorption.  Many  people,  both  those  with  and  those 
without  gastric  acid,  absorb  Ca  carbonate  poorly  on  an 
empty  stomach,  but  absorb  normally  when  the  supple- 
ment is  taken  with  food.  There  is  also  a hint  that  some  of 
the  more  soluble  salts  (e.g.,  Ca  citrate)  may  be  absorbed 
better  on  an  empty  stomach,  but  the  data  here  are  still  too 
fragmentary  to  permit  any  conclusions.’’  " 

There  is  an  abundance  of  animal  data  indicating  that 
lactose  enhances  Ca  absorption  but  little  evidence  one 
way  or  the  other  in  human  nutrition  until  recently  when  it 
has  been  shown  that  even  simple  sugars  enhance  Ca 
absorption.”  The  mechanism  is  unclear;  nor  is  it  certain 
that  it  is  not  food  generally  (or  various  G.I.  hormones 
released  on  eating)  that  are  responsible.  What  the 
importance  of  these  effects  may  be  for  everyday  clinical 
nutrition  is  hard  to  say,  but  a number  of  fascinating 
physiological  questions  have  emerged  and  remain  to  be 
solved. 

Fiber  is  known  to  decrease  Ca  absorption.'*  There  are 
different  types  of  fiber,  and  it  is  impossible  to  generalize 
adequately  to  all  of  them.  The  effect  seems  to  be  due  to 
decreased  intestinal  transit  time,  and  to  increased  bulk  of 
the  intestinal  contents.  At  fiber  intakes  encountered  in 
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normal  diets,  this  effect  on  Ca  absorption  is  actually  quite 
small.  A recent  report  describing  both  fiber  and  spinach 
effects,  alone  and  in  combination,  found  a slight  deterio- 
tion  in  balance  on  a high  fiber  diet,  but  none  attributable 
to  the  spinach  itself. ‘‘‘ 

Finally,  vitamin  D repletion  is  essential  for  full 
expression  of  Ca  absorptive  response  to  homeostatic 
controls.  There  is  no  consensus  about  what  constitutes  D 
repletion  in  adults.'^  As  a result,  estimation  of  bioavaila- 
bility in  subjects  with  varying  D levels  inevitably  confuses 
the  issue. 

Effect  of  Calcium  Sources  on  Endogenous  Loss 

Given  relative  magnitudes  of  ingested  Ca  (about 
500  mg)  and  of  endogenous  entry  of  Ca  into  the 
gastrointestinal  stream  (about  150  mg),  it  is  important  to 
assess  the  effect  of  various  Ca  sources  on  endogenous 
entry  of  Ca  into  the  gut.  Clearly,  a Ca  source  that  led  to 
additional  absorption  of  50  mg,  but  which  caused  excess 
intestinal  secretion  of  40  mg,  would  have  its  true  effect 
masked  by  ignoring  its  impact  on  endogenous  loss.  This 
is  not  a well-explored  field,  so  it  is  hard  to  be  definitive. 
But  one  co-nutrient  is  clearly  associated  with  increased 
Ca  entry  into  the  gut — phosphorus  (P).  Intake  of  an  extra 
1000  mg  of  P leads  to  increased  endogenous  loss  of  about 
40  mg  of  Ca/day.*^  Thus  dairy  sources  of  Ca  and  Ca 
phosphate  supplements,  particularly,  tend  to  elevate 
endogenous  Ca  entry  into  the  gut,  with  correspondig 
fecal  loss.  This  is  not  to  suggest  that  such  Ca  sources  are 
not  as  good  as  others,  for,  as  is  well  known,  P decreases 
urinary  Ca;  further,  the  fecal  and  urinary  effects — 
opposite  in  sign — are  about  equal  in  magnitude.  This 
effect  is  mentioned  because  it  is  a reminder  that  Ca 
bioavailability  cannot  be  adequately  assessed  by  looking 
at  absorbability  apart  from  the  other  component  of  the 
Ca  economy. 

Calcium  Retention 

Ca  retention,  is  a function  of  the  balance  between  bone 
formation  and  bone  resorption.  If  this  balance  is  driven 
by  the  fact  that  obligatory  excretory  Ca  losses  are  greater 
than  the  amount  absorbed  from  the  diet,  then  increased 
absorption  generally  leads  to  improved  Ca  retention. 
This  is  because  parathyroid  hormone-mediated  bone 
resorption,  responding  to  the  need  for  Ca,  decreases 
when  additional  Ca  is  privided  in  the  diet.  But  if  the 
imbalance  is  due  to  intrinsic  forces  (e.g.,  immobilization 
leading  to  disuse  bone  atrophy),  then  increased  absorp- 
tion will  fail  to  lead  to  retention,  at  least  in  any  nutritio- 
nally useful  sense.  If  renal  function  is  adequate,  any 
excess  absorbed  Ca  is  simply  excreted  in  the  urine.  Hence 
bioavailability  has  to  be  interpreted  in  terms  of  the 
skeletal  equilibrium  which  internal  homeostatic  forces 
are  attempting  to  maintain. 

Several  factors  are  known  to  influence  obligatory  Ca 
losses,  and  hence  Ca  retention.  Since  at  least  some  of 
these  factors  are  dietary,  they  have  to  be  considered  in 
assessment  of  Ca  bioavailbility.  Four  well-studied  factors 
are  sodium,  protein,  caffeine  and  an  acid-ash  diet. 
(Protein  and  acid;ash  are  not  entirely  distinct.)  All  four 
factors  lead  to  increased  urinary  Ca  loss,  and  caffeine  to 


increased  endogenous  fecal  loss  as  well.  These  effects  are 
independent  of  the  level  of  Ca  absorption. 

The  anions  associated  with  Ca  in  a food  or  supplement 
may  also  the  important  in  determining  retention.  Ca  is 
retained  in  bone  as  a Ca  phosphate  salt.  Generally,  the 
human  diet  contains  a relative  surplus  of  P,  but  it  total 
nutrient  intake  is  low,  as  is  the  case  in  many  elderly 
individuals,  P may  be  low  along  with  it.  A Ca  supplement 
may  not  be  utilizable — even  if  absorbable — if  the  diet 
does  not  provide  sufficient  P to  permit  accumulation  of 
bone  mineral.  Hence  there  may  be  circumstances  in 
which  one  supplement  might  be  better  retained  than 
another,  despite  equal  absorbability.  There  is  essentially 
no  published  work  bearing  on  this  issue,  and  it  remains  a 
largely  theoretical  consideration. 

Summary 

Bioavailability  of  Ca  in  foods  and  supplements 
involves  more  than  just  absorbability,  and  assessment  of 
only  absorbability  can  be  misleading.  However,  relati- 
vely little  work  has  been  done  with  modern  isotope 
techniques  to  test  even  absorbability.  Nevertheless, 
available  data  suggest  that  substances  traditionally 
considered  to  interfere  (e.g.,  oxalate,  phytate)  have  only 
very  small  effects  at  best  and  are  probably  of  little  prac- 
tical importance  in  the  ordinary  diet.  Thus  most  food  and 
supplement  sources  are  absorbed  with  about  equal 
efficiency.  Of  some  significance  for  absorption  are  sugars 
which  enhance,  and  fiber,  which  reduces,  absorption. 
Finally,  even  given  a certain  absorbability,  retention  may 
be  limited  by  skeletal  status,  by  ingested  factors 
increasing  obligatory  excretory  Ca  loss,  and  by  availabi- 
lity of  co-factors  necessary  for  Ca  accumulation  in  bone. 
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Mammography  can  detect 
breast  cancers  even  smaller 
than  the  hand  can  feel. 


For  too  many  years  breast  cancers  that 
could  have  been  cured  could  not  be  found. 
The  only  means  available  was  the  human 
hand.  When  mammography  (low-dose  x-ray 
examination)  proved  it  could  detect  lumps  in- 
finitely smaller  than  fingers  could  feel,  at 
minimal  risk,  a great  breakthrough  was 
achieved.  Now  there  is  hope  that  the  leading 
cause  of  cancer  deaths  in  women  will  lose  its 
place  in  our  lives. 

Women,  without  symptoms  of  breast 
cancer,  ages  35  to  39,  should  have  one  mam- 


mogram for  the  record;  women  40  to  49 
should  have  a mammogram  every  one  to  two 
years,  and  women  50  and  over,  once  a year. 
All  women  are  advised  that  monthly  breast 
self-examination  is  an  important  health  habit. 
Ask  your  local  Cancer  Society  for  free  infor- 
mation on  mammog- 
raphy and  breast  self- 
examination. 

The  American 
Cancer  Society  wants 
you  to  know. 


AMERICA 
V CANCER 
^SOaETY* 


Mensaje  del  Dr.  Jaime  L.  Fuster  al  Tomar 
Posesión  de  ia  Presidencia  de  ia  Asociación 
Médica  de  Puerto  Rico 

Ei  16  de  noviembre  de  1986 


Quiero  agradecer  a todos  los  que  depositaron  su 
confianza  en  mí  para  presidir  la  Asociación  Médica  de 
Puerto  Rico.  Asumiré  el  mandato  con  honor,  entereza  y 
energía.  Todos  conocen  mi  franqueza  y la  ausencia  de  las 
sutiles  formas  de  demagogia,  frecuentes  en  estos  tiempos. 

El  completo  desarrollo  de  nuestra  Asociación  no 
puede  darse  sin  el  respaldo  solidario  de  nuestros  asocia- 
dos. Hay  que  lograr  una  verdadera  unión  entre  nosotros. 

Para  ello,  es  fírme  mi  propósito  de  dar  participación  a 
los  que  están  dispuestos  a colaborar  con  nuestra 
Asociación,  fomentando  el  trabajo  en  equipo,  por  consi- 
derar que  es  este  el  mejor  mecanismo  para  poder  realizar 
la  labor  que  se  nos  ha  encomendado. 

A tal  efecto,  me  he  reunido  en  varias  ocasiones  con  los 
miembros  que  integran  nuestra  directiva  y que  junto  a mí 
compartirán  la  difícil  tarea  y responsabilidad  de  regir  los 
destinos  de  nuestra  Asociación. 

El  diálogo  es  indispensable  para  lograr  un  consenso  de 
ideas;  de  esta  forma,  se  mantendrá  la  participación,  se 
estimulará  la  cooperación  y seremos  un  equipo  sólido  y 
unido  que  enfrentará  en  forma  directa  y responsable  los 
problemas  externos  relacionados  con  la  práctica  de  la 
medicina  y los  internos  que  tienen  que  ver  con  el  funcio- 
namiento de  la  Institución. 

Es  de  suma  importancia  que  fomentemos  el  continuo 
progreso  del  arte  y la  ciencia  de  la  medicina  y el  bienestar 
de  nuestra  profesión,  teniendo  siempre  presente  la 
responsabilidad  social  con  nuestro  pueblo.  Esta  conlleva 
una  recapacitación  en  torno  al  ejercicio  de  la  medicina.  El 
arte  de  curar  se  está  convirtiendo  en  un  oficio;  hemos 
hecho  de  la  nuestra,  en  términos  generales,  una  de 
órganos  y enfermedades,  en  detrimentro  de  lo  que  antes 
tenía  de  humana  y generosa. 

No  podemos  quejarnos  si  ya  no  se  mira  al  médico  como 
el  profesional  de  otros  tiempos,  la  culpa  en  parte  es 
nuestra,  pues  debemos  tratar  la  enfermedad  pero 
también  al  enfermo.  No  olvidemos  que  la  medicina  es 
ciencia,  pero  también  es  arte  y como  tal,  tenemos  que 
volver  al  contacto  afectivo  y directo  con  el  paciente,  y de 
esta  forma,  se  terminará  con  la  suspicacia,  los  recelos  y 
las  críticas,  muchas  veces  injustas  y mal  intencionadas. 

Este  año  se  perfila  como  uno  de  grandes  retos,  no  solo 
para  la  Asociación  Médica  y sus  familiares,  si  no  para 
todos  los  profesionales  de  la  salud.  La  práctica  que 
envuelve  la  medicina  se  encuentra  en  estado  de  sitio, 
cercada  por  las  demandas  de  responsabilidad  profesional 
e intervención  para  el  control  de  costos. 

Sin  embargo,  la  meta  de  los  profesionales  de  la  salud  es 
mejorar  los  servicios  que  prestamos  a nuestros  pacientes. 
El  lograr  este  objetivo,  requiere  el  compromiso  de  todos. 

No  es  suficiente  superarnos  profesionalmente,  como 


asociados,  médicos  y ciudadanos  tenemos  que  proyectar- 
nos con  el  potencial  que  tenemos  para  aportara  nuestra 
sociedad  todo  lo  que  de  nosotros  sirva  de  ayuda  a los 
demás. 

No  podemos  permanecer  silenciosos  e insensibles  ante 
la  evidente  degradación  de  la  calidad  de  vida  de  nuestro 
pueblo.  La  incidencia  criminal  ha  alcanzado  una  propor- 
ción intolerable  en  nuestra  sociedad  y está  demostrado 
que  el  uso  y consumo  de  drogas  ilícitas,  es  el  principal 
causante. 

Este  problema  es  muy  complejo,  por  lo  que  debe 
abordarse  sin  histeria,  sin  espíritu  de  cruzada,  sin 
medidas  heróicas,  sin  críticas  de  que  programa  de  rehabi- 
litación es  superior  a otro,  y sí,  mediante  medidas 
efectivas  y coordinadas  en  todos  los  frentes  que  conllevan 
al  mismo. 

Hay  expertos  que  actúan  sobre  los  mercados  recepto- 
res, otros  en  las  zonas  productoras,  al  igual  que  sobre  los 
diversos  conductos  por  los  cuales  la  droga  se  pone  al 
alcance  de  los  consumidores. 

Las  agencias  y organismos  especializados  que  siguen 
de  cerca  el  consumo  de  drogas  en  el  mundo,  vienen  dando 
voces  de  alerta  sobre  el  aumento  continuado  del  uso  y 
abuso  de  drogas.  Sin  embargo,  este  constituye  un 
problema  social  y a la  vez  es  parte  de  la  salud  mental,  y es 
ésta,  la  salud  mental,  sin  duda  alguna,  el  primer  problema 
de  salud  que  enfrenta  el  pueblo  de  Puerto  Rico. 

Hemos  organizado  un  Comité  de  Salud  Mental,  consti- 
tuido por  médicos  siquiatras,  cuya  orientación  será 
educativa  y dirigida  a establecer  una  coordinación  y 
armonía  entre  las  diferentes  agencias  y entidades  que 
ofrecen  estos  servicios  a la  comunidad. 

Dentro  del  marco  general  de  este  Comité,  se  ofrecerá 
orientación  y educación  sobre  el  problema  de  adicción  a 
drogas,  alcoholismo,  deserción  escolar  y abuso  de 
menores.  Nuestro  esfuerzo  educativo  estará  dirigido  a los 
sectores  o áreas  que  enfrentan  el  problema,  como  son: 
justicia,  instrucción,  servicios  sociales. 

Nuestro  pueblo  ha  alcanzado  una  de  las  más  altas 
expectativas  de  vida  en  el  mundo,  al  igual  que  se  ha 
reducido  en  gran  manera  la  tasa  de  mortalidad  infantil, 
poniendo  de  relieve  la  calidad  de  nuestra  profesión. 

Sin  embargo,  los  gastos  en  la  prestación  de  los  servicios 
de  salud  han  mantenido  una  trayectoria  ascendente 
debido,  entre  otros  factores,  a los  altos  costos  de  hospita- 
lización, materiales  y equipos  de  diagnóstico  y trata- 
miento altamente  avanzados  y sofisticados;  medicamen- 
tos, y el  problema  de  la  responsabilidad  profesional.  Este 
último  factor  ha  llevado  a una  práctica  def  ensiva  que  esti- 
mamos ha  contribuido  a elevar  los  costos  entre  un  20  a un 
30  por  ciento. 
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Se  ha  buscado  controlar  los  costos  en  los  servicios  de 
salud,  en  primer  término,  mediante  intervención  guber- 
namental. En  el  sistema  federal,  el  Plan  Medicare  lleva  la 
bandera  de  reglamentación  en  todos  los  renglones  y es 
conocida  la  más  reciente  de  estas  aplicable  a Puerto  Rico, 
la  que  se  conoce  como  DRG  o pago  a los  hospitales 
mediante  el  sistema  de  agrupación  por  diagnósticos 
relacionados;  con  el  consiguiente  peligro  que  esto  puede 
conllevar  para  la  profesión  médica  en  lo  referente  a su 
responsabilidad  profesional. 

Por  otro  lado,  los  planes  médicos  prepagados,  nos 
imponen  medidas  restrictivas  como  certificados  de  pre- 
admisión, segunda  opinión  en  casos  quirúrgicos,  todas 
dirigidas,  única  y exclusivamente,  a un  solo  factor:  el 
económico.  Para  complicar  la  situación,  han  surgido  un 
sinnúmero  de  planes  alternos,  como  HMO  y PPO,  con  el 
sello  de  una  ética  comercial.  Todos  estos  planes  y 
organizaciones,  reglamentan  la  forma  de  brindar  el 
servicio.  Esta  situación  interviene  en  nuestra  independen- 
cia para  actuar  en  beneficio  del  paciente. 

BRINDAR  LOS  SERVICIOS  DE  SALUD  SIN 
ATADURAS  DEBE  PERMANECER  EN  MANOS 
DEL  MEDICO,  ES  UN  DEBER  SAGRADO  QUE  NO 
DEBEMOS  CEDER  POR  EL  BIEN  DE  NUESTRO 
PUEBLO  Y DE  NUESTROS  PACIENTES.  DEJAR  DE 
PRESTAR  LA  MAS  ALTA  CALIDAD  DE  SERVICIOS 
MEDICOS  NUNCA  SERA  NEGOCIABLE.  Las  orga- 
nizaciones solo  pueden  proveer  las  facilidades  físicas,  los 
mecanismos  financieros  de  cuidado  de  salud  y hasta 
pueden  emplear  personal  auxiliar,  pero  es  el  médico 
quien  presta  el  servicio  de  diagnóstico  y tratamiento  y 
asume  la  responsabilidad  ante  su  paciente. 

Nuevos  conceptos  en  el  cuidado  de  salud  proveen 
mecanismos  reguladores,  pero  la  profesión  médica  es 
quien  ha  permitido  que  se  instrumenten,  al  asumir  un  rol 
pasivo  al  respecto. 

El  concepto  de  cuidado  de  salud  y su  financiamiento 
está  cambiando,  sin  embargo,  es  deber  del  médico 
autoevaluarse  y mantener  su  compromiso  de  prestar  el 
servicio  médico  de  la  más  alta  calidad  y al  menor  costo 
posible.  Conscientes  de  esta  situación,  ofreceremos 
talleres  de  orientación  sobre  planes  pre-pagados  y 
organizaciones  de  servicios  de  salud,  control  de  costos 
hospitalarios,  así  como  sobre  los  nuevos  conceptos  y 
regulaciones  en  el  campo  de  la  salud.  Además, 
continuaremos  el  diálogo  ya  establecido  con  los  planes 
médicos  pre-pagados  que  tienen  nuestro  endoso,  así 
como  con  los  funcionarios  del  Programa  Medicare  para 
Puerto  Rico  y hasta  iremos  a Washington  de  ser 
necesario. 

La  profesión  médica  debe  asumir  una  posición  activa  y 
dinámica  y solo  mediante  el  conocimiento  lo  podremos 
lograr. 

Las  técnicas  modernas  y los  adelantos  en  el  campo  de 
la  salud  unido  a los  sistemas  masivos  de  comunicación 
social,  han  creado  una  expectativas  más  altas  de  lo  que  en 
realidad  la  medicina  puede  ofrecer. 

Como  médicos  sabemos  que  los  resultados  no  siempre 
son  los  esperados,  sin  que  ello  implique,  en  términos 
generales,  falta  alguna  por  parte  del  médico,  al  no  ser  la 
nuestra  una  ciencia  exacta.  Desgraciadamente,  estos  se 
ha  convertido  en  vehículo  para  obtener  una  ventaja 


material,  dando  lugar  a un  aumento  en  la  radicación  de 
demandas  de  responsabilidad  profesional. 

Enfrentamos  nuestra  primera  crisis  en  la  década  del 
setenta,  se  resolvió  con  medidas  temporeras  sin  ir  a la  raíz 
del  problema.  Esto  ha  dado  lugar  a una  más  larga  y 
profunda,  que  requiere  del  esfuerzo  de  todos.  Es  la  salud 
de  nuestro  pueblo  y el  bienestar  y tranquilidad  de  nuestra 
profesión  y de  nuestras  familias  lo  que  está  en  juego. 

Como  dato  sobresaliente  cabe  señalar  que  en  el  1982  se 
radicaron  295  demandas  por  responsabilidad  profesional 
y en  el  1985  la  cifra  ascendió  a 566,  un  aumento  del  92  por 
ciento  en  tres  años.  Esta  situación  pone  de  manifiesto, 
según  las  compañías  de  seguros,  la  necesidad  de  elevar  las 
primas  para  cubrir  el  riesgo,  aún  cuando  las  demandas 
radicadas  no  progresen  por  falta  de  méritos,  pero 
generan  gastos  administrativos.  Además,  el  proceso  de  la 
reclamación  es  lento,  oneroso,  mantiene  al  médico  bajo 
“stress”  y disminuye  su  productividad.  En  el  1982  se 
acumularon  625  casos  para  resolver  y en  el  1985  la  cifra 
ascendía  a 1445.  El  tiempo  transcurrido  entre  el  alegado 
daño;  la  radicación  de  la  demanda  y la  disposición  final  es 
otro  agravante  de  la  situación,  máxime  cuando  envuelve 
a menores. 

Hasta  el  presente  sólo  se  han  aprobado  medidas  que 
crean  una  mayor  fiscalización  para  la  profesión  médica, 
procedimientos  disciplinarios,  regulación  en  el  sistema  de 
formación  de  médicos  y una  cierta  autonomía  al  Tribunal 
Examinador. 

¿Y  qué  ha  pasado  con  las  otras  partes  envueltas  en  este 
problema?  ¿Es  el  médico  el  único  a ser  penalizado, 
fiscalizado  y regulado?  ¿Y  qué  pasa  con  los  que  radican 
demandas  injustificadas  que  ocasionan  sufrimientos 
mentales  al  médico  y a su  familia?  ¿Y  qué  con  las 
aseguradoras?  Gran  culpa  en  este  ciclo  es  de  ellas;  al 
sufrir  una  merma  en  sus  ganancias  subieron  las  primas, 
comenzaron  el  cambio  de  tipo  de  póliza  a ofrecer,  sin 
brindar  la  debida  información  y orientación,  lo  que 
sembró  el  pánico  en  nuestra  profesión. 

Para  enfrentar  esta  situación  nos  proponemos: 

1.  continuar  impulsando  y respaldando  los  proyectos 
radicados  a solicitud  de  nuestra  Asociación  ante  la 
Asamblea  Legislativa; 

2.  estudiar  a profundidad  y tomar  una  posición  final  y 
fírme  en  relación  con  el  P.  del  S.  990,  según  ha  sido 
enmendado; 

3.  proceder  con  el  estudio  de  viabilidad  correspondiente 
para  la  creación  de  nuestra  propia  compañía  de 
seguros  de  responsabilidad  profesional  y para  ello, 
buscaremos  la  ayuda  y el  asesoramiento  de  la 
American  Medical  Assurance  Corporation; 

4.  iniciaremos  una  campaña  masiva  de  divulgación  y 
orientación  dirigida  a nuestro  pueblo,  sobre  la 
magnitud  del  problema  y todos  los  factores  en  ella 
envueltos; 

5.  igualmente,  orientaremos  a los  compañeros  médicos 
y les  enviaremos  información,  a través  de  las 
sociedades  de  distrito,  de  todo  lo  que  se  dice  y publica 
por  las  partes  en  este  conflicto  que  son,  además  del 
médico,  el  sistema  legal,  el  paciente  y las  aseguradoras. 
Es  importante  que  la  profesión  médica  hable  con  una 
sola  voz  y eso  solamente  lo  lograremos  mediante  la 
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orientación,  información  y el  diálogo. 

6.  nos  reuniremos  con  nuestros  legisladores  llevándoles 
un  claro  mensaje  de  la  importancia  de  solucionar  el 
problema  en  forma  satisfactoria  para  la  profesión 
médica  que  es  la  que  brinda  el  servicio;  de  lo 
contrario,  solicitaremos  se  elimine  la  obligatoriedad 
de  que  para  ejercer  la  profesión  se  requiera  tener  un 
seguro  de  responsabilidad  profesional. 

No  nos  pueden  obligar  a tener  un  seguro,  que 
indudablemente  contribuye  al  aumento  en  los  costos  de 
los  servicios,  sin  buscarle  una  solución  justa  y satisfactoria 
al  problema. 

Los  hospitales  constituyen  el  principal  taller  de  trabajo 
de  los  médicos  y donde  se  generan  la  mayor  parte  de  las 
demandas.  Sabemos  que  están  mejorando  los  controles 
de  calidad  y manejo  de  riesgos,  pero  debemos  pregun- 
tarnos ¿cómo  están  las  relaciones  entre  la  administración 
del  hospital  y las  facultades  médicas? 

Además,  los  nuevos  sistemas  de  utilización  y revisión 
que  conllevan  la  auditoría  de  expedientes  médicos  en  los 
hospitales  — que  pronto  llegarán  a las  oficinas  privadas — 
es  otra  fuente  abierta  a las  reclamaciones  por  responsabi- 
lidad profesional. 

A esos  efectos,  nuestra  Asociación  fomentará  la 
creación  de  comités  de  facultades  médicas  y brindará 
orientación  al  médico  a fin  de  que  esté  preparado  para 
rechazar  presiones  indebidas. 

El  médico  debe  siempre  documentar  cuál  es  su  opinión 
profesional  respecto  al  caso,  aún  cuando  a ese  paciente 
haya  que  darle  de  alta  por  razones  fuera  de  su  control,  y 
más  ahora  con  la  aplicación  de  los  DRG. 

Al  tomar  posesión  en  el  día  de  hoy  como  el  sexagésimo 
quinto  presidente  de  la  Asociación  Médica  de  Puerto 
Rico  juré  defenderla  y he  pedido  “que  así  me  ayude 
Dios”.  Esto  me  lleva  inevitablemente  al  tema  de  la 
colegiación  de  la  profesión  médica  y al  futuro  de  la 
Asociación. 

La  Ley  43  aprobada  por  la  Legislatura  y firmada  por  el 
Señor  Gobernador  el  pasado  25  de  junio,  dispone  la 
organización  del  Colegio  de  Médicos-Cirujanos  y 
establece  la  celebración  de  un  referéndum  entre  todos  los 
médicos  con  licencia  regular  autorizados  a ejercer,  de 
acuerdo  al  Registro  de  Profesionales  de  la  Salud.  La  Ley 
claramente  establece  que  las  contestaciones  al  referén- 
dum no  podrán  ser  condicionadas,  sino  afirmativas  o 
negativas  en  absoluto. 

Me  permito  en  este  momento,  hacer  una  exhortación  a 
todos  mis  compañeros,  asociados  o no,  a que  ejerzan  su 
voto  en  la  forma  en  que  le  dicte  su  conciencia  y pensando 
siempre  en  el  bienestar  de  nuestra  profesión  y de  nuestro 
pueblo. 

Compañeros,  la  práctica  de  la  medicina  debe  mante- 
nerse como  una  dedicada  y humana,  sólo  de  esta  forma 
volverá  a mejorar  la  relación  médico-paciente  que  se  ha 
estado  perdiendo  y tan  difícil  de  mantener  por  el  sistema 
actual  de  prestación  de  servicios  de  salud.  Debemos 
hacernos  visible  en  la  comunidad,  no  sólo  como  médicos, 
sino  como  ciudadanos  preocupados  por  el  bienestar  de 
nuestro  pueblo.  El  momento  es  histórico,  no  lo  dejemos 
pasar. 

Muchas  gracias. 


FORNOTGIVING 


All  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8. 1 didn’t  sign  up. 

9. I’m  going  out 
of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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R\MILY  PRAaKE. 

A REMARDIKG  EXPERIENtt  IN 
ARMYMEMCINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 

ARMY/ARMY  RESERVE  MEDICINE 
FEDERALOFFICE  BLD. 

ROOM  919,  BOX  63 
51  S.W.  1st.  AVE. 

MIAMI,  FL.  33130 
CALL  COLLECT:  (305)  358-6489 


ARMY.  ARMY  RESERVE.  BEAUYOUCANBE 


NOTA  BIOGRAFICA 
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JAIME  L.  FUSTER,  M.D. 

Nace  en  San  Juan  de  Puerto  Rico  y cursa  sus  grados 
elementales  en  la  Academia  San  Jorge,  prosiguiendo 
Escuela  Superior  y Universidad  en  Estados  Unidos.  En 
1958  obtiene  su  Bachillerato  en  Ciencias  y decide  seguirlos 
pasos  de  su  padre  médico. 

Se  traslada  a España  y es  en  la  prestigiosa  Universidad 
de  Salamanca,  fundada  en  1254,  donde  obtiene  su  título 
de  Médico-Cirujano  en  1966. 

De  regreso  a Puerto  Rico  realiza  su  internado  y ejerce 
durante  algunos  años  como  Médico  General,  desempe- 
ñándose como  Director  de  Servicios  Médicos  del 
Programa  de  Adición  a Drogas,  Departamento  de  Salud 
Mental  y además  como  miembro  Asistente  de  la 
Comisión  de  Narcomanía  para  el  año  1971-72. 


Durante  ese  tiempo  realiza  estudios  de  investigación 
relacionados  con  el  tratamiento  de  adictos  a drogas. 

Dirige  el  Departamento  de  Emergencia  del  Hospital 
del  Maestro  y posteriormente  realiza  su  residencia  en 
Psiquiatría,  en  el  Puerto  Rico  Institute  of  Psychiatry. 

A partir  del  año  1975  pasa  a formar  parte  de  la 
Facultad  Médica  del  Hato  Rey  Psychiatric  Hospital,  en 
calidad  de  médico-psiquiatra  y continúa  hasta  el 
presente.  Se  desempeña  además  en  la  práctica  privada. 

Ha  realizado  estudios  de  investigación  y cuenta  con 
publicaciones  relacionadas  con  la  ciencia  del  compor- 
tamiento humano. 

Por  varios  años  ha  sido  miembro  instructor  del 
Departamento  del  Comportamiento  Humano,  Escuela 
de  Medicina  de  Cayey,  Puerto  Rico. 

Es  miembro  activo  de  la  Asociación  Médica  de  Puerto 
Rico,  de  la  Sección  de  Psiquiatría,  Asociación  Médica 
Americana  y Asociación  Psiquiátrica  Americana. 

Dentro  de  la  Asociación  Médica  de  Puerto  Rico  ha 
ocupado  diversas  posiciones  a saber: 

- Miembro  de  la  Cámara  de  Delegados  por  12  años 
consecutivos. 

- Miembro  de  la  Junta  de  Directores  durante  8 años. 

- Presidió  la  Sociedad  Médica  del  Distrito  Este  en 
1981. 

- Fue  Presidente  del  Consejo  Judicial  de  la  Asociación 
Médica  de  Puerto  Rico  en  varias  ocasiones. 

- Vicepresidente  de  la  Asociación  Médica  de  Puerto 
Rico  en  1982. 

- Tesorero  de  la  Asociación  Médica  de  Puerto  Rico  en 
1985. 

- Ha  presidido  además  la  Asociación  Puertorriqueña 
de  Graduados  en  Universidades  Españolas  en  1984. 

- Durane  este  período  organizó  y se  llevó  a cabo  con 
gran  éxito  el  Primer  Encuentro  de  Estudiantes 
Puertorriqueños  que  tuvo  lugar  en  Salamanca, 
España. 

El  Dr.  Jaime  L.  Fuster,  actual  Presidente  de  la 
Asociación  Médica  de  Puerto  Rico  es  un  trabajador 
incansable,  dedicado  de  lleno  con  gran  empeño  a la  tarea 
que  tiene  por  delante,  que  en  estos  momentos  es  resolver 
los  problemas  que  confronta  la  profesión  médica. 

Casado  con  María  José  Lavín  Rapp,  abogada,  tiene 
tres  hijos.  Los  dos  varones  José  Manuel  y Jaime  Luis, 
cursan  actualmente  su  segundo  año  de  Leyes. 

Ana  María,  una  apasionada  de  la  literatura,  está  en  su 
segundo  año  de  Humanidades  en  la  Universidad  de 
Puerto  Rico. 
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CARTAS  AL  EDITOR 


¿Qué  es  la  Asociación  Médica  de  Puerto  Rico 
para  un  Pasado  Presidente? 


Hoy  en  día  la  Asociación  Médica  de  Puerto  Rico  es  la 
organización  profesional  voluntaria  más  antigua,  más 
representativa  y más  democrática  con  que  cuenta  el 
pueblo  de  Puerto  Rico. 

Somos  símbolo  de  dedicación  a la  vida.  Somos 
defensores  de  esa  relación  única  y necesaria  para 
garantizar  que  toda  energía...  todo  sentimiento...  esté 
continuamente  dirigido  al  alivio  del  dolor  humano. 
Somos,  la  casa  única  que  une  a los  profesionales  de  la 
salud  que  crean,  organizan  y brindan  sus  servicios  viendo 
a las  personas  en  dolor  como  lo  que  son,  pacientes  que 
necesitan  de  una  atención  personal,  continua,  con 
respeto,  compasión  y dignidad. 

Somos  los  médicos  puertorriqueños  que  nos  unimos 
para  exigirnos  a no.sotros  mismos  practicar  nuestra 
profesión  guiada  por  los  mejores  valores  humanos.  Nos 
asociamos  para  garantizar  que  la  práctica  de  la  medicina 
sea  guiada  todo  el  tiempo  por  el  principio  de  la 
excelencia.  Principio  que  no  permite  negociaciones  por 
recursos  disponibles,  ideológicos  o conveniencias. 

Somos  la  organización  médica  que  por  su  libertad  de 
presiones  políticas,  económicas  y empresariales,  le 
permite  contribuir  en  una  forma  única,  a establecer  los 
parámetros  necesarios  para  poder  certificar  que  un 
doctor  en  medicina  puede  ser  acreedor  a recibir  el  título 
de  médico  y que  un  médico  pueda  certificarse  como 
especialista  en  el  campo  de  la  medicina. 

Somos  pioneros  en  aceptar  que  la  excelencia  de  la 
práctica  requiere  estudios  continuados  de  por  vida. 
Somos  una  casa  de  estudios,  pues  no  hay  otra  profesión 
que  en  forma  organizada  ofrezca  más  horas  de  educación 
continua  a sus  asociados. 

Somos  promotores  del  desarrollo  del  conocimiento 
científico  y protegemos  a nuestro  pueblo  con  nuestra 
posición  inamovible  de  que  en  asuntos  de  vida  o muerte 
sólo  deben  intervenir  profesionales  de  la  más  rigurosa 
formación  científica.  Nuestro  Boletín  es  ejemplo  vivo  en 
Latinoamérica  del  esfuerzo  más  persistente  en  compartir 
lo  que  sabemos  y dejar  saber  lo  mucho  que  nos  falta  por 
conocer. 

Somos  el  dique  de  contención  sobre  el  cual  chocan 
aquellas  fuerzas  dirigidas  a ofrecer  servicios  médicos 
como  si  estos  fuesen  cualquier  otro  producto  de 


consumo.  Somos  muralla  que  detiene  la  corriente  de 
reducir  costos  sin  considerar  el  impacto  en  la  calidad  y el 
consecuente  deterioro  de  la  salud  de  nuestro  pueblo. 
Somos  crisol  de  ese  ambiente  único  y necesario  que 
propicia  creatividad  y flexibilidad,  a la  vez  que  se 
mantiene  una  relación  digna  y de  respetuo  mutuo  entre  el 
médico  y su  paciente. 

Somos  un  componente  fundamental  en  el  proceso  de 
establecimiento  de  política  pública  en  salud.  Puerto  Rico 
nos  necesita.  Pues  estando  libres  de  tener  que  exponernos 
a aceptación  o rechazo  cada  cuatro  años,  podemos  ver 
más  allá  y velar  por  evitar  que  reaccionando  a crisis 
pasajeras,  se  establezcan  medidas  que  a largo  plazo 
afecten  la  calidad  de  los  servicios  al  introducirse 
intromisiones  indebidas  en  la  relación  médico-paciente. 

Pero  sobre  todo,  hoy  en  día  en  1986,  somos  2,800 
médicos  libremente  organizados  que  debemos  velar  con 
mucho  celo  el  desarrollo  ulterior  de  nuestra  organización 
para  que  esta  pueda  continuamente  dirigirse  hacia  los 
principios  ya  señalados.  Debemos  asegurarnos  que  sea 
nuestra  Asociación  la  que  determine  hacia  dónde  debe  ir 
y cómo  debe  crecer  y desarrollarse  la  Institución  que 
pretenda  unir  a todos  los  médicos  de  Puerto  Rico.  Este  es 
un  derecho  adquirido  por  la  historia,  por  el  trabajo, 
dedicación  y por  el  respeto  que  nos  hemos  ganado  de 
todo  nuestro  pueblo.  Es  uno  que  no  debemos  rendir 
nunca,  en  nombre  de  todos  nuestros  colegas,  compañeros 
que  por  generaciones  han  ofrecido  lo  mejor  de  sí  mismos 
para  servirle  a este  pueblo  a través  de  la  Asociación 
Médica  de  Puerto  Rico. 

Somos  arte,  somos  ciencia.  Somos  casa  de  estudios, 
dique,  crisol,  muralla...  guardianes  de  la  excelencia. 
Somos...  símbolo  de  dedicación  a la  vida. 


José  A.  Núñez-I.ópez,  M.D. 

Pa.sado  Presidente 

Asociación  Médica  de  Puerto  Rico 
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EMERGENCE  OF  METHICILLIN-RESISTANT  STAPHYLOCOCCUS 
AUREUS  (MRSA)  IN  PUERTO  RICO.  J.  Santana.  M.D..  H.  F, 
Gorbea.  M.  D.  (Member).  B.  Padilla.  M.L.T..  R.  H.  Bermúdez^ 

M.D..  F.A.C.P..  and  C.  H.  RamFrez-Ronda,  M.D..  F.A.C.P.. 

Infectious  Disease  Program,  University  of  Puerto  Rico  School 

of  Medicine  and  VA  Medical  Center,  San  Juan,  Puerto  Rico. 

Methiclllln-resistant  Staphylococcus  aureus  (MRSA)  has 
been  described  with  Increasing  frequency  In  U.S.  hospitals.  In 
the  San  Juan  VA  Medical  Center  the  first  cases  of  MRSA 
Infections  were  documented  In  1985.  Between  September 
1985  and  February  1986,  seven  cases  of  MRSA  lnfectlor\s 
were  reported.  We  evaluated  retrospectively  these  cases  In 
order  to  establish  the  clinical  characteristics  of  MRSA  In  our 
local  population.  Methiclllln-resistant  Staphylococcus  aureus 
were  Identified  by  automated  mIcrotIter  (7/7),  by  the 
screening  test  using  methiclllln  (10  ug/ml)  In  Mueller-HInton 
agar  (7/7),  and  by  disk  diffusion  (5/7).  Six  episodes  were 
nosocomial  and  one  was  community  acquired.  The  mean  age 
of  the  patients  was  52  years  old  (range  42  to  57  years  old). 
All  patients  had  underlying  medical  conditions:  Diabetes 
mellltus  4,  Renal  Insufficiency  4,  Cardiovascular  Disease  3, 
AIDS  1.  Four  episodes  of  bacteremia  were  documented;  there 
were  no  cases  of  endocarditis,  two  patients  had  wound 
Infections  and  one  had  pneumonia.  All  patients  received 
appropriate  antimicrobial  therapy  with  vancomycin.  The 
overall  mortality  was  43%  (3/7).  Methiclllln-resistant 

Staphylococcus  aureus  causes  serious  Infections  with  a high 
mortality  rate  In  patients  with  underlying  conditions.  The 
emergence  of  MRSA  In  a tertiary  care  referral  hospital  (6/7) 
and  In  the  community  (1/7)  suggests  a need  for  proper 
identification  of  Infections,  carriage  rates,  and  the 
establishment  of  appropriate  antimicrobial  therapy  for  these 
cases. 


ROLE  OF  PHOSPHATE  AND  ACIDOSIS  IN  THE  REGULATION  OF 
l,25(OH)2D3(Vit  D3)  IN  CHRONIC  RENAL  INSUFFICIENCY 
(CRI)  R.  Lajara,  M.D.,  J.  Benabe,  M.D.,  Dept,  of 
Medicine,  Veterans  Admin.  Hosp.,  San  Juan,  P.R. 

Previous  studies  in  patients  with  CRI  have  shown 
that  normal  levels  of  l,25(OH)2D3  can  be  attained 
when  elevations  in  serum  phosphate  (Pi)  and  acidosis 
are  prevented.  Studies  in  experimental  animals  have 
demonstrated  that  hyperphosphatemia  and  metabolic  aci- 
dosis can  acutely  inhibit  the  activity  of  the  1 a-hy- 
droxylase  in  the  kidney.  We  undertook  the  following 
study  to  examine  the  relative  importance  of  hyper- 
phosphatemia and  acidosis  in  regulating  the  synthesis 
of  1,25(0H)2D3  in  CRI.  Adult  male  patients  with  mild 
to  moderate  CRI  of  different  etiologies  were  included 
In  one  group  (n:6  group  A)  phosphate  was  controlled 
with  binders  while  in  another  group  (n:6  group  P) 
acidosis  was  controlled  with  alkali  administration. 
Serum  electrolytes  and  blood  gases  were  measured. 
Serum  PTH  (mid-molecule)  and  l,25(OH)2D3  were  mea- 
sured by  RIA.  The  results  are  as  follow: 

Creat  Pi  pH  PCO2  PTH  Vit  D3 

mg%  mg%  mmHg  ng/ml  pg/ml 

Normal  0. 5-1.0  2. 5-4. 5 7.35-7.45  35-45  <0.9  16.46 
Group  A 3.65  3.60  7.36  34  1.7  28 

Group  P 4.86  5.86*  7.41*  39*  3.6*  <16* 

The  results  demonstrate  that  hyperphosphatemia 
inhibits  the  synthesis  of  1,25(0H)2D3  while  chronic 
metabolic  acidosis  does  not  impair  the  capacity  for 
synthesis.  Furthermore,  control  of  hyperphosphatemia 
and  maintenance  of  normal  levels  of  1,25(0H)2D3  may 
suppress  PTH  secretion  and  prevent  2ry  hyperparathy- 
roidism. In  conclusion,  hyperphosphatemia  inhibits 
la-hydroxylase  activity  more  than  chronic  metabolic 
acidosis  in  CRI.  Control  of  high  Pi  is  the  most 
important  step  to  prevent  2ry  hyperpara  in  CRI. 

1 * £ < 0.05 


NORFLOXACIN  IN  THE  TREATMENT  OF  ACUTE  URINARY  TRACT 
INFECTIONS  (AUTI):  A POTENTIAL  TO  CUT  HOSPITALIZATION  COSTS. 
C.  H.  Ramirez-Ronda.  M.D..  F.A.C.P..  S.  Saavedra.  M.D.. 

(Henfcer).  H.  tioldn.  H.b..  (Meitfcer).  and  D.  Vera.  H.T.. 

Departments  of  Research  and  Medicine,  University  of  Puerto 
Rico  School  of  Medicine  and  VA  Medical  Center,  San  Juan, 
Puerto  Rico. 

An  open  study  was  designed  to  determine  the  efficacy, 
safety  and  tolerance  of  norfloxacin  (NOR)  in  the  treatment  of 
AUTI.  Adult  patients  (PTS)  with  AUTI  were  requested  to 
participate  and  after  signing  an  informed  consent  they  were 
enrolled  into  the  study.  PTS  were  treated  with  400  mg  of  NOR 
orally  twice  a day  and  treated  for  10-30  days  (mean  17.5 
days).  Urine  cultures  were  taken  pre-therapy,  during  therapy 
(3-4  d),  early  (1  week)  and  late  (4  weeks)  post-therapy.  PTS 
were  evaluated  at  2-3  days  intervals  as  out-patients  and 
daily  as  in-patients  including  ophthalmoloqical  and 
neurological  examinations  and  for  possible  side  effects.  A 
total  of  25  PTS  were  enrolled  and  23  were  evaluable.  The 
bacteriology  was  as  follows:  8 Escherichia  coli.  5 

Pseudomonas  fluorescens.  4 Pseudomonas  aeruginosa,  and  one 
each  of  Pseudomonas  , Proteus'  Tndole  (■>■) . Serratia 
marceacena Klebsiella  pneumoniae  and  Citrobacter  diver  sus. 
Uurinq  Freatment  urine  cultures  were  negative  in  all  PT5. 
Microorganisms  were  eradicated  at  early  post-treatment 
cultures  in  06. 4S  of  studied  cases  and  63. 6S  persisted 
eradicated  at  4 weeks  post -treatment . There  were  6 relapses 
and  2 reinfections  at  4 weeks  post-treatment.  No 
super  in  feet  ions  were  documented.  One  patient  was  colonized 

Pseudomonas  fluorescens  and  persisted  colonized  with  same 
orqaniam  at  4 weeks  post-treatment.  There  were  no  major  side 
affects,  6 PTS  had  eosinophilia  (26S),  2 PTS  had  mild 
•levation  of  SCOT  and  SGPIf  (9S)  and  1 patient  developed  rash, 
^n  the  present  study,  PTS  with  UTI  caused  by  microorganisms 
Ir^  there  was  no  effective  oral  therapy  available  were 

out-patients.  Each  patient  treated  as  out-patient 
h^li*?^***  a potential  saving  of  about  $400  per  day  in 
a^n  ®^^^®^^on  cost.  For  a ten-day  course  the  adjusted 
be  of  $3500. OT  after  cost  of  medication, 
wjs  four^\  ''iaita  and  laboratory  testa  are  deducted.  NOR 
of  uti  bo  be  a safe  and  effective  agent  in  the  treatment 


ORAL  NIFEDIPINE  IN  THE  TREATMENT  OF  HY- 
PERTENSIVE URGENCIES.  Juan  F.  Rodriguez, 
MD , José  Martln6,  MD.  VA  Hospital,  and 
UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico  . 

The  blood  pressure  responded  to  20  mg 
of  oral  nifedipine  was  determined  in  six 
patients  on  seven  visits  to  the  Emergency 
Room  at  V.  A.  Hospital  with  the  diagnosis 
of  hypertensive  urgencies  (sustained 
diastolic  < 130mm  hg  after  one  hour  in  a 

supine  position)  . 

Patients  were  male,  mean  age  55.3 
(range  52-63)  without  symptom  of  acute 
CNS,  cardiac  or  renal  involvement  and 
normal  renal  function  serum  creatinine 
mean  (1.1). 

Patient  responded  with  a decrease  in 
systolic  (224  + 17  to  111  + 72)  at  three 
hour  for  P < .0001,  diastolic  pressure 
(137.  6 + 5.6  to  90  + 9.5)  p<  0.0005  with 
slightly  increased  on  heart  rate  at  30 
min.  from  79  + 19  (N.S.). 

All  patients  at  24  hrs.  show 
controlled  B/P  with  either  conventional 
therapy  or  Nifedipine  maintenance  dose. 
There  was  no  major  complications,  nor 
hypotension  noticed  in  this  study. 

We  conclude  that  Oral  Nifedipine  is  an 
effective  alternative,  and  safety  for  the 
treatment  of  hypertensive  urgencies. 
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POSSIBLE  ASSOCIATION  OF  HLA  A 30  AND  B 51  WITH 
SHEEHAN'S  SYNDROME:  CONTRIBUTORY  MECHANISM  TO  A 
SOCIO-ECONOMIC  PROBLEM?  A.  Rodriguez  Trinidad  and 
F.  Aguilo.  Div.  Immunopathology  6 Endocrinology, 

UPR  Sch.  of  Medicine,  San  Juan,  P.  R.  00936 

Puerto  Rico  has  one  of  the  highest  number  of  pa- 
tients with  hypopituitarism  of  pregnancy  (Sheehan's 
syndrome),  especially  in  relation  to  its  size  (100  x 
35  mi)  and  population  (3.2  million).  At  our  institu- 
tion, over  100  such  patients  have  been  diagnosed  in 
the  past  25  years.  Onset  of  their  disease  was  most 
frequently  during  the  1940 's  and  50's,  attributable 
to  then  inadequate  medical  and  transportation  facili- 
ties. Geographically-favored  in-breeding  and  an 
occasional  coexistence  of  Sheehan's  in  sister,  promp- 
ted us  examine  whether  a correlation  with  main  human 
leukocyte  antigens  (HLA)  could  be  observed. 

Among  Sheehan's  patients  attending  our  Endocrine 
Clinics,  38  were  randomly  selected  for  HLA  typing. 
Their  ages  ranged  from  32  to  76  (mean  56  + 1.6  sem), 
disease  duration  ranged  from  7 to  51,  mean:  30.9  yrs . 
As  compared  with  control  population,  2 haplotypes 
appeared  significantly  higher  among  the  Sheehan's 
patients:  31.5%  had  A-30  (vs.  15%  in  controls, 
p^  0.05)  and  18.0%  had  B 51(  vs.  2.0%  in  controls, 
p.t  0.05).  By  comparison,  the  frequency  of  A 2 (42%) 
and  B 44  (24%)  among  Sheehan's  was  comparable  to  con- 
trols (42.5%  and  20%  respectively),  arguing  against 
a selection  bias.  Thus,  these  HLA  types,  like  in 
other  disease  entities,  might  play  a role  in  predis- 
position to  a disease,  given  the  proper  setting. 

This  is  the  first  time  that  a genetic  association 
is  described  between  Sheehan's  syndrome  and  the  HLA 
system. 
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EARLY  EXPERIENCE  WITH  PERCUTANEOUS  ENDOS- 
COPIC GASTROSTOMY  (PEG),  ITS  COMPLICATION 
AND  INCIDENCE  OF  BACTEREMIA.  A.  Santiago, 

J . Garrido . Gastroenterology  Section,  VAH  , 

UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 

The  purpose  of  this  study  was:  1)  to 
describe  our  early  experience  with  PEG,  2) 
to  determine  the  incidence  of  infection  and 
its  source,  3)  to  identify  incidence  and 
causes  of  pneumoperitoneum,  4)  to  determine 
presence  of  bacteremia.  Eleven  patients 
with  permanent  swallowing  problems  and 
chronically  ill  underwent  PEG.  Methods: 

Cultures  were  taken  from  unprepped  skin  and 
throat,  also  from  tube  tip  after  insertion. 
Blood  cultures  were  taken  before  the 
procedure  and  repeated  5 mins.,  4 hrs.,  and 
24  hrs.  Chest  x rays  were  taken  immediately 
after  the  procedure  and  24  hrs.  after 
initial  feeding.  Results  : Two  patients 
(18Z)  developed  wound  infection  which 
resolved  with  local  rare.  The  presence  of 
positive  throat,  skin  or  tube  culture  could 
not  predict  infection.  Two  patients  (20%) 
developed  pneumoperitoneum  found  on  initial 
X rays  without  clinical  sequelae.  No  pre- 
disposing factor  could  be  identified.  No 
positive  blood  culture  were  obtained.  No 
mortality  was  associated  to  the  procedure. 

Cone  1 u s i on  s ; 1)  PEG  is  a safe,  procedure  in 

chronically  ill  patients.  2)Wound  Infection 
is  common,  cannot  be  predicted  by  positive 
culture  but  is  easily  managed.  3)  Pneumo- 
peritoneum is  common,  when  found  Immediately 
after  the  procedure  has  no  major  clinical 
significance.  4)  Bacteremia  does  not  occur 
on  PEG. 
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PROGNOSTIC  FACTORS  IN  PATIENTS  WITH  WALL  CELL  LING  CANCER  (SCLC): 
TEN-YEAR  EXPERIEICE  AT  THE  SAN  JUAN  VETERANS  HOSPITAL  Francisco 
Robert,  M.O. , F, A.C.P. , Marly  Mlgnuccl,  M.T.,  Luis  8aez,  M.D.,  and 

Francisco  Muniz,  M,0«,  Veterans  Hosp«,  San  Juan,  Puerto  Rico. 

The  objective  of  this  study  was  to  determine  the  utility  of  se- 
veral clinical  and  laboratory  parameters  as  prognostic  Indicators 
with  regard  to  disease  status,  response  to  therapy  and  survival  for 
patients  (pts)  with  SCLC.  From  1976  to  t986,  74  males  pts  with 
newly  diagnosed  SCLC  were  studied.  21  pts  had  limited  disease 
(confined  to  one  hemithorax  with  or  without  mediastinal  and 
IpsI lateral  supraclavicular  nodes).  The  remaining  53  pts  had 
extensive  disease.  During  the  initial  evaluation  and  follow-up  the 
following  parameters  were  evaluated:  performance  status  (Karnofsky 
scale),  clinical  stage,  histologic  subtypes,  metastatic  sites, 
serum  lactate  dehydrogenase  (LDH,  SMA/18  autoanalyzer)  and  plasma 
care  1 noembryon i c antigen  (CEA-^^oche  radioimmunoassay).  Each  pts* 
best  therapeutic  response  and  survival  were  recorded.  Eleven  pts 
were  excluded  for  survival  analyses  because  of  early  death.  The 
following  table  presen't’s  the  most  significant  correlations  (P<.05, 
t-Test)  between  several  clinical  parameters  and  survival. 


Parameter 

Surv 1 va 1 -Mean 

(month ) 

Performance  Status 
¿80*, vs  60-79*,  vs  <60* 

1 1.5 

VS 

8.7  vs  4.7 

Types  of  Response 
Complete  Resp  (CR)  vs  < 

CR  vs  No  Resp 

14.5 

vs 

9.3  vs  4.5 

LDH  (I.U./L) 

<225  vs  >225 

12.6 

VS 

8.4 

Liver  Involvement 

Rjsitive  vs  Negative 

5.9 

vs 

10.7 

Patients  with  extensive  disease  presented  with  higher  values  of 
LDH  than  those  with  limited  disease  (Means  = 411  vs  248,  P = .003). 
A significant  correlation  (P<.00l)  between  LDH  elevation  and  bone 
marrow/liver  Involvement  was  established.  53}  of  pts  had  an  initial 
elevated  CEA  level  (>5ng/nl);  but  there  were  no  significant 
interrelationships  with  extent  of  disease,  histologic  subtypes  and 
survival.  Serial  determinations  of  CEA  and  LDH  were  useful  In 
monitoring  disease  activity  during  therapy.  This  study  confirmed 
the  usefulness  of  several  clinical  parameters  as  prognostic  factors 
which  are  Important  In  the  manaqement  of  these  lung  cancers. 


COMPARATIVE  STUDY  OF  PIPERACILLIN  PLUS  AMIKACIN  VS 
PIPERACILLIN  PLUS  CEFOPERAZONE  IN  GRANULOCYTOPENIC  PATIENTS 
WITH  FEVER,  C,  H,  Ramirez-Ronda . M.D,  F.A,C.P..  M.  Colán. 
M.D,  (Member)~  J.  Rodriquez.  M.D.  (Member).  H.  Gorbea^  M.D^ 

(Member).  F.  Robert.  M.D..  F.A.C.P..  1.  Válpz-Garnía,  H.D. 

(Member).  E.  Pacheco.  M.D.,  and  A.  Fernandp?,  M.D.. 

Departments  of  Research  and  Medicine,  and  Hematology-Oncoloqy 

Sections,  UA  Medical  Center  and  University  of  Puerto  Rico 
School  of  Medicine,  San  Juan,  Puerto  Rico. 

A study  was  designed  to  compare  two  antibiotic  regimes, 
piperacillin  (PIP)  plus  amikacin  (AK)  or  PIP  plus 
cefoperazone  (CPZ)  as  initial  empiric  antibiotics  in 
neutropenic  ( ''1000  granulocytes)  patients  (PTS)  with  fever 
(30. JSC)  and  to  try  to  define  if  on  PTS  that  defervesce,  the 
duration  of  antibiotic  therapy  should  last  for  9 or  to  a 
maximum  of  21  days.  PIP  was  given  18  grams/day,  AK  1.0 
gn/day  and  CPZ  6 grams/day.  After  signing  an  informed 
consent,  PTS  are  randomized  either  to  receive  PIP  + AK  or  PIP 
+ CPZ.  Bacteriological  and  clinical  parameters  are  followed 
on  a daily  basis.  A total  of  29  PTS  were  enrolled,  13  to  PIP 
+ AK  and  16  to  PIP  + CPZ.  The  diagnosis  was  acute  leukemia 
in  19  PTS  and  non-leukemia  in  10  PTS.  Defervescense  with 
decrease  in  temperature  below  38PC  in  4 days  or  less  was  seen 
in  8/9  leukemic  PTS  (LP)  on  PIP  + AK,  7/10  LP  on  PIP  + CPZ, 
3/4  non-LP  on  PIP  + AK  and  6/6  non-LP  on  PIP  + CPZ.  3/5  LP 
receiving  PIP  + AK  randomized  to  21  days  of  treatment 
improved.  LP  that  received  PIP  + AK  for  9 days  relapsed. 
2/3  LP  receiving  PIP  + CPZ  randomized  to  21  days  of  treatment 
improved.  Four  PTS  received  PIP  + CPZ  for  9 days,  in  3/4  the 
infections  relapsed,  in  1/3  the  patient  did  well  and 
improved.  The  outcome  of  non-LP  was  better,  3/3  on  PIP  + AK 
for  9 days  improved,  6/6  on  PIP  + CPZ  improved,  3/3  on  9 days 
of  treatment  did  well  and  3/3  PTS  on  21  days  of  treatment 
also  improved.  All  of  the  non-LP  became  non-neutropenic 
during  treatment.  The  regime  of  PIP  + AK  is  comparable  to 
PIP  + CPZ  in  non-LP.  In  this  particular  group,  9 days  of 
treatment  seems  adequate.  For  the  LP,  the  initial  response 
rate  may  be  similar,  there  is  a trend  for  a better  initial 
response  with  PIP  + AK¡  the  outcome  of  PTS  receiving  up  to  21 
days  of  antibiotics  is  better  than  those  receiving  9 days. 
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ORAL  TREATMENT  OF  URINARY  TRACT  INFECTIONS  (UTI)  CAUSED  BY 
PSEUDOMONAS  AND  MULTIRESISTANT  MICROORGANISMS:  ROLE  OF 
CIPROFLOXACIN  (CIP).  S.  Saav/edra  M.D..  (Ment)er)  C.  H. 
Ramirez-Ronda.  M.D..  F.A.Ó.P..  b.  Padilla!  and  M.  Neuárez. 

M. T. . Departments  of  Research  and  Medicine,  University  of 

Puerto  Rico  School  of  Medicine  and  UA  Medical  Center,  San 
Juan,  Puerto  Rico. 

The  safety  and  efficacy  of  CIP,  a new  quinolone,  was 
studied  in  the  treatment  of  UTI  caused  by  Pseudomonas  sp. 
and  other  trimethoprim-sulfamethoxazole  (TMP-SULF )-resistant 
organisms.  Adult  patients  (PTS)  were  enrolled  into  the 
study  after  signing  informed  consent.  PTS  were  treated  with 
1000  mg  of  CIP  orally  daily  for  10-28  days  (11.5  days). 
Urine  cultures  (UC)  were  taken  pre-therapy,  during  therapy 
(3-A  d),  early  (1  week)  and  late  (A  weeks)  post-therapy 
(PT).  PTS  were  clinically  evaluated  at  2-3  days  intervals 
as  out-patients  and  daily  as  in-patients,  including 
ophthamological  examination.  A total  of  29  PTS  were 
enrolled  and  28  were  evaluable.  Bacteriological  results 
were:  15  £.  aeruginosa.  5 £.  fluoresce  ns.  3 coli,  2 C. 
freundii  and  1 each  o^  A.  calcoaceticus. ' K.  pneumoniae.  FT 
mirabilFs.  E.  cloacae.  TTi  morqanii  an3  enterococci.  aTT 
strains  were  resistant  to  TMP-SULF  and  some  were 
multiresistant  strains.  During  treatment  all  UC  were 
negative.  23/28  PTS  persisted  with  negative  UC  at  1 week 
and  21/23  had  negative  UC  at  A weeks  post  treatment.  Five 
PTS  had  positive  UC:  A £.  aeruginosa  and  1 Enterococcus  at 
1 and  A weeks  post-treatment.  22/28  of  the  PTS  had  clinical 
resolution;  5/28  improved  and  1/28  was  a failure.  Bacterio- 
logical eradication  was  seen  in  23/28,  persistence  in  5/28 
and  superinfection  in  3/28.  Late  PT  eradication  was  seen  in 
21/28.  There  were  3 early  superinfections  and  1 recurrence, 
all  susceptible  to  CIP.  A reinfection  with  S.  marcescens 
was  documented.  There  were  no  major  side  effecFs:  A PTS  had 
eosinophilia,  3 PTS  had  transient  elevation  of  SCOT  and  2 
had  elevation  of  SCPT.  Two  PTS  (6.8S)  complained  of  itching 
while  receiving  the  medication.  CIP  is  a safe  and  effective 
oral  agent  in  the  treatment  of  infections  caused  by 
Pseudomonas  and  other  microorganisms  resistant  to  TMP-SULF, 
including  multireaistant  strains. 


URIC  ACID  METABOLISM  IN  POLYCYSTIC  KIDNEY 
DISEASE.  Jorge  Navas,  MD  (Associate),  Rosa 
Lluberes,  MS,  M.  Martinez  Maldonado,  MD, 

FACP,  and  Edwin  Mejias,  MD . Veterans  Ad- 
ministration Hospital,  San  Juan,  PR  and 
University  of  Puerto  Rico  School  of 
Medicine. 

The  relationship  between  hyperurice- 
mia, gout,  and  polycystic  kidney  disease 
(PKD)  is  not  widely  recognized.  In  an 
attempt  to  further  clarify  this  relation- 
ship we  have  studied  7 patients  with  PKD 
and  16  controls.  Our  results  are  as 
follows:  (1)  The  mean  serum  uric  acid 

level  was  higher  in  patients  with  PKD  (8.9 
^ 0.65  mg/dl)  than  controls  (6.5  + 0.40 
mg/dl)  (p<0.002).  2)  Creatinine  clerance 

was  54.2  + 12.3  cc/min  in  patients  with  PKD 
vs  85.1  + 7.0  cc/min.  in  controls  (p=.03). 

3)  The  mean  24  hr.  urine  uric  acid 
excretion  was  not  different  between  the  two 
groups,  PKD  = 532.0  + 9.0  vs  controls  679.0 
+ 57.0  mg/24  hrs  . (p>0.2).  4)  The 

fractional  excretion  of  uric  acid  was  8.7  + 
0.9Z  in  PKD  and  9.1  + 1.1  X in  controls 
(NS).  5)  The  purine  catabolic  enzyme 
Hypoxanthlne-Guanlne  Phosphoribosyl trans- 
ferase was  higher  In  patients  with  PKD, 

344.5  + 77.0  than  in  controls  207.4  + 16.0 
n mol/hr/mg  protein  (p-.Ol).  6)  Hyperuri- 
cemia and  gout  was  found  in  28. 8Z  of 
patients  with  PKD.  From  this  study  we 
conclude:  1)  PKD  should  be  Included  among 
those  renal  diseases  associated  with 
hyperuricemia  and  gout  2)  There  appears  to 
be  a causal  relationship  between  PKD, 
hyperuricemia,  and  gout.  Further  studies 
are  underway  to  elucidate  the  genetic  or 
biochemVal  mechanisms  of  this  association.  11 


PULMONARY  INVOLVEMENT  IN  POLYMYOSITIS.  Jessé  Román, 
MD,  Noel  Totti , MD,  Edwin  Mejias,  MD,  VA  Hospital, 
UPR,  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Polymiositis  is  a systemic  disease  characterized 
by  chronic  inflammation  of  the  striated  muscle.. 
Although  the  relationship  between  Polymyositis  and 
pulmonary  involvement  has  been  well  established,  the 
natural  history  of  this  entity  has  not  been 
clarified.  We  studied  10  patients  who  have  PM-DM 
with  lung  involvement  and  evaluated  Pulmonary 
Function  Tests  (PFT'S)  pre  and  post  therapy.  The 
most  frequent  presenting  symptoms  were  weakness  and 
dyspnea  found  in  70%  and  40%  of  patients  respective- 
ly. Radiographic  involvement  of  the  lung  was 
documented  in  60%  of  the  patients.  PFT's  were  done 
on  seven  patients  at  the  time  of  initial  evaluation. 
Five  patients  had  evidence  of  restricted  disease. 

All  patients  were  treated  with  steroids  or  inmuno-- 
suppressive  agents.  PFT's  were  repeated  in  7 of 
our  patients  in  a mean  length  of  time  of  38  months 
after  dianosis.  When  compared  to  the  previous 
PFT's  we  found  that  the  mean  values  of  percent 
predicted  FEV-i  had  increased  a 17%,  (P  .05)  and 
the  TLC  had  increased  19%  (P  .05).  The  change  in 
FVC,  RV,  FRC,  and  DLCO  were  statistically  non- 
significant. We  conclude  that:  1)  the  pulmonary 
involvement  in  patients  with  DM-PM  is  common,  2)  the 
improvement  in  the  respiratory  function  of  our 
patients  after  treatment  was  due  to  an  improvement 
in  the  respiratory  muscle  strength  and  not  in  the 
lung  parenchymal  disease. 
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FINE  NEEDLE  ASPIRATION  SIOPSY  (F.N.A.)  OF  THE  THYROID  GLAND: 

THE  DAMAS  HOSPITAL  EXPERIENCE  Carmen  M.  Cortes.  H.  D. , Jorge 
B.  Morales  Rodas,  H.  D. , Damas  Hospital,  Ponce,  Puerto  Rico. 

Eighty  two  fine  needle  aspiration  biopsies  of  the  thyroid 
gland  were  performed  at  Damas  Hospital  between  July  1982  and 
December  1983  were  reviewed.  All  patients  were  referred  because 
of  the  presence  of  thyroid  nodules.  There  were  a total  of  77  (96i) 
females  and  5 (6Í)  males.  Ages  ranged  from  12-87  years  old, 
with  a mean  age  of  46.  Thyroid  scan  was  performed  on  43  (52*)^ 
of  which  40  revealed  nodules.  Thyroid  sonogram  was  performed 
on  36  (44t)  of  which  14  were  solid  tumors,  10  were  cystic  and 
12  were  meetinodular,  FNAB  revealed  follicular  neoplasms  in 
31  patients  (37. 8X)  nodular  colloid  goiter  in  23  (281)  anaplastic 
carcinoma  in  1 (1.2S)  papillary  adenocarcinoma  in  2 (2.4S)  one 
questionable  papillary  adenocarcinoma  (1.2X),  lymphocytic 
thyroiditis  in  4 (4.8X)  and  12  (14. 6t)  had  insufficient  material 
for  diagnosis.  FNAB  revealed  indication  for  surgery  in  57 
patients  (70X)  of  which  36  oatients  (44X)  underwent  surgery. 
Preoperative  diagnosis  of  27  (75X)  FNAB  were  confirmed  at 
surgery. 

Cytologic  diagnosis  of  carcinoma  by  PNAB  was  made  in  5,  of  which 
3 (60X)  were  confirmed  at  surgery.  There  was  one  false  positive 
PNAB  for  Carcinoma,  there  were  no  false  negatives. 

We  concluded  that  FNAB  is  a safe  and  simple  procedure  to 
perform,  cost  effective  and  with  minimal  complications  in  the 
evaluation  of  thyroid  nodules. 
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FINE  NEEDLE  THYROID  ASPIRATION:  HISTOLOGIC 
CORRELATION  Francis  P.  Baco,  M, D.( Associate ),Dilia 
Diaz,  H.D. (Associate) , Francisco  Aguilo,  H.D. (F.A.C.P. ) 

Linda  Torres,  B.S.,  Ruth  Rodriguez,  C.T.  , and 

Guillermo  Villamarzo,  M.D.(F.cTa.P. ) University 

Distric  Hospital,  San  Juan,  Puerto  Rico. 

Fine  needle  thyroid  aspiration(FNTA)  as  a diagnos- 
tic tool  of  thyroid  disease  was  started  at  University 
Oistric  Hospital(UDH)  in  1983.  FNTA  was  performed  in 
54  willing  patients  from  December  1984  through  Decem- 
ber 1985.  If  no  medical  contraindications  existed 
thyroid  surgery  was  recommended  in  order  to  assess 
diagnostic  accuracy.  Surgery  was  done  in  34(63%) 
patients.  While  20  did  not:  3 for  medical  reasons,  2 
lost  to  follow  up,  3 refused,  7 had  inappropiate  FNTA, 
and  5 for  unknown  reasons.  None  had  complications  to 
FNTA. 

Cytology  was  classified  as:  Class  0 : inadequate ; 
class  1:  benign;  class  2:  inderterminant ; and  class  3 
malignant.  "Non  benign"  cytology  was  obtained  in  14 
patients:  7 indeterminate (Class  2)  and  7 malignant 
(Class  3).  4 of  these  had  carcinoma  confirmed  by 
sxirgery.  Of  the  19  with  benign  FNTA  (Class  1)  only  one 
had  thyroid  carcinoma.  One  patient  had  inadequate 
sample( Class  0).  The  sensitivity  was  80%,  specificity 
65%,  and  diagnostic  accuracy  67%.  All  these  statisti- 
cal values  are  within  the  range  reported  in  reviewed 
series. 

Thus,  FNTA  at  UDH  had  a diagnostic  value  comparable 
to  that  described  in  the  literature.  It  may  be  utili- 
zed as  a safe,  reliable  tool  complementary  to  clinical 
data  in  order  to  reduce  amount  of  unnecessary  thyroid 
surgery,  carry  out  earlier  diagnoses  of  malignant 
nodules  and  to  increase  the  yield  of  carcinoma  among 
those  operated. 
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PULMONARY  MANIFESTATIONS  OF  AIDS  R.  Martinez.  M.D. 
(Associate)  and  Noel  Totti  III,  M.D. , San  Juan 
Veterans  Administration  Medical  Center. 

The  experience  at  the  San  Juan  VA  Hospital  with 
the  Adquired  Inmune  Deficiency  Syndrome  was  reviewed 
from  1982  to  the  present.  Thirty  one  records  were 
evaluated.  The  risk  factors  for  AIDS  were  IV  drug 
addiction  in  19  (6l^),  homosexualism  in  11  (35?)  and 
both  in  1 (3?).  The  most  common  presenting  signs 
were:  fever  (.11%),  non-productive  cough  (52?),  weight 
loss  (h3%)  and  dyspnea  (32?).  All  28  patients  tested 
were  anergic.  The  most  frequent  findings  on  physical 
examination  were:  fever  (7**?),  oral  candidiasis 
(57?),  wasted  appearance  (55?)  and  diffuse  lympha- 
denopathy  (U5?).  The  A-a  gradient  is  considered  a 
sensitive  indicator  of  parenchymal  lung  involvement. 

In  our  series  U patients  with  a normal  A-a  gradient 
had  evidence  of  lung  involvement  with  an  opportun- 
istic infection  on  bronchoscopy.  The  chest  X-ray  was 
negative  in  7 (23?)  of  the  patients,  however,  5 (T-1?) 
had  an  opportunistic  infection.  The  most  common 
radiographic  pattern  was  a diffuse  interstitial  pro- 
cess and  Pneumocystis  Carinii  was  found  in  67?  of 
these  cases.  Radiographic  findings  of  lobar  or  seg- 
mental infiltrates  could  not  be  associated  with  a 
specific  cause  50?  of  the  times.  Flexible  fiber- 
optic bronchoscopy  was  useful  in  identifying  a cause 
for  the  radiographic  abnormality  in  89?  of  the  I8 
patients  it  was  performed.  The  initial  infectious 
■event  consisted  of  19  cases  of  P.  Carinii  pneumonia, 

5 of  oral  candiasis,  U of  cryptococcal  meningitis, 

3 of  bacterial  pneumonia,  2 of  tuberculosis,  2 of 
atypical  mycobacteria  and  2 of  CMV . Of  these  patients 
61?  survived  the  initial  infection.  But  of  those  who 
developed  a second  infectious  event  only  1^?  survived. 
Our  experience  with  AIDS  patients  is  similar  to  the 
literatures  except  for  the  finding  of  pulmonary  in- 
volvement and  a normal  A-a  gradient. 
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OPEN  LABEL  LONG  TERM  STUDY  OF  ENALAPRIL  IN  CONGESTIVE 
HEART  FAILURE  Ignacio  Gallardo,  M.D.  (Associate), 
Miguel  Rodriguez,  M.D.  (Associate),  and  Edgardo 
Hernández,  M.D.  (Member),  Veterans  Administration 
Hospital  and  University  of  Puerto  Rico  School  of 
Medicine,  San  Juan,  Puerto  Rico. 

Eight  patients  with  congestive  heart  failure  (CHF) 
were  followed  for  a mean  of  44  weeks  (wks)  in  an  open 
label  twice  a day  (bid)  regimen  of  Enalapril.  After 
an  Initial  2 week  baseline  (BL)  period  where  the 
doses  of  diuretics  and  digitalis  were  adjusted  the 
patients  were  begun  on  5 mg  enalapril  bid.  The  dose 
was  doubled  on  week  #4.  Modified  exercise  tests, 
radionuclide  ejection  fraction  (EF)  and  cardiac  func- 
tional status  (NYHA  classification)  were  determined 
at  baseline  and  several  times  during  follow  up.  The 
etiology  of  CHF  was  ischemic  in  5 and  cardiomyopathy 
in  3.  The  following  table  depicts  mean  BL  and  follow 
up  variables  in  those  patients  reaching  48  wks  of 


N 

AGE 

EF 

Ex.Tolerance(secs)0  NYHA 

Status 

BL 

4 8 wks 

BL  48wks  Change  BL 

4 8 wks 

6 

61.5 

27% 

28%t 

403  560t  +167  2.8 

1.8* 

*P 

<.05 

tP=NS 

GMean  Values  Ex=exercise 

Of  the  initial  8 patients,  2(25%)  died  during  follow 
up.  Of  the  6 reaching  48  wks,  4(66%)  improved  their 
exercise  tolerance  from  baseline  while  in  2 it  de- 
creased . 

In  conclusion:  Enalapril  used  in  a bid  regimen  is 
well  tolerated  and  improves  exercise  tolerance  in  2/3 
of  patients  in  NYHA  Class  II  or  III.  The  improvement 
is  sustained  on  long  term  follow  up. 
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DUAL  TRACER  SCINTIGRAPHY  IN  THE  DIAGNOSIS  OF  PRIMARY 
HEPATOCELLULAR  CARCINOMAS  Samuel  Sostre,  M.D.  (F.A. 
C.P.),  Daniel  Vlllagra,  M.  D. , Nelly  E.  Morales,  M.D. 

and  Julio  V.  Rivera,  M.  D.  (F.A.C.P.)  Veterans  Admin- 

istration Hospital,  San  Juan. 

The  early  diagnosis  of  hepatoma  is  extremely  dif- 
ficult but  essential  if  adequate  surgical  treatment  is 
expected.  Usually  occurring  in  patients  already  with 
hepatic  disease,  it  may  be  difficult  to  differentiate 
hepatomas  from  other  focal  hepatic  abnormalities  such 
as  cihrrotlc  nodules.  CT,  US  and  liver  scintigraphy 
although  sensitive  in  some  hands,  lack  specificity. 

We  have  used  dual  tracer  scintigraphy  (99mxc- 
sulfur  colloid  and  "'Gallium  Citrate)  and  computer 
subtraction  studies  for  the  evaluation  of  patients  at 
risk  for  hepatoma.  A focal  defect  in  the  sulfur  col- 
loid scan  which  became  hot  or  warm  with  ^^Ga  was  cons- 
idered positive  for  hepatoma. 

In  our  series  twenty  five  patients  had  hepatomas 
and  twenty  six  had  cihrrosis  but  no  primay  liver 
tumors.  The  results  of  this  technique  were  as  follows 
Sensitivity:  96% 

Specificity:  97% 

Likelihood  ratio  for  a positive  test:  98% 
Predictive  value  for  a positive  test:  96% 

Dual  tracer  scintigraphy  is  an  extremely  sensit- 
ive and  specific  test  for  the  diagnosis  of  hepatoma 
in  our  hands.  This  test  is  recommended  for  the  rout- 
ine evaluation  of  patients  at  risk  for  hepatoma. 
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COMPARATIVE  EFFECTS  OF  CA  BLOCKING  AGENTS  IN  SERUM 
PROLACTIN,  TESTOSTERONE  AND  GONADOTROPIN  LEVELS  IN 
PATIENTS  WITH  ARTERIAL  HYPERTENSION  Francisco  García- 
Cortés,  M.D.,  Juan  M.  Aranda,  M.D.,  Carmen  Pedrosa, 
M.T. , Edgardo  Hernández,  M.D.,  UPR  School  of  Medicine. 

Although  elevations  of  serum  prolactin  (Pr)  and 
changes  in  serum  testosterone  (T)  levels  have  been 
previously  reported  in  patients  (pts)  receiving  oral 
verapamil  (V)  for  arterial  hypertension,  prospective 
studies  comparing  the  effects  of  different  Cablocking 
agents  in  serum  Pr  and  T levels  have  not  been  publish- 
ed. A six-week  protocol  was  designed  to  evaluate  the 
effects  of  nifedipine  (N)  30-90  mg/day  and  diltiazem 
(D)  120-360  mg/day  in  serum  Pr,  T,  follicle  stimula- 
ting hormone  (FSH)  and  luteinizing  hormone  (LH)  levels 
in  patients  with  mild  to  moderate  diastolic  hyperten- 
sion (>95  mm  Hg  but  <114  mm  Hg). 

The  dose  of  D and  N was  titrated  upward  weekly  for 
3 weeks  if  the  diastolic  bloocf  pressure  (DBP)  remain- 
ed >90  mm  Hg.  Serum  Pr,  T,  FSH  and  LH  were  determi ned 
in  duplicate  before  and  after  therapy. 

Resul ts : 


Pi  1 tiazem Nifedipine 


Before 

After 

Before 

After 

DBP 

*103.0±7.0 

*86.0+6.0 

*100.0+3.0 

*88.0+7.0 

Pr 

5.212.7 

4. 0+4.0 

6, 6+3. 5 

5, 0+3. 5 

FSH 

» 36.5123.1 

*21.3124.0 

* 34.5+18,7 

*18.8±l7.8 

LH 

20.1U0.1 

17.5£17.6 

21.6+15,9 

13.4±13.1 

T 

2. 8+0. 9 

3.4+0. 9 

3. 9+1. 5 

3.5±0.9 

*P  <0.05 


As  compared  to  a similar  group  of  pts  receiving  V 
neither  D or  N produced  significant  changes  in  serum 
Pr  and  T levels.  D and  N,  but  not  V,  produced  a 
significant  decrease  in  FSH  after  3 weeks  of  therapy. 
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MITRAL  VALVE  PROLAPSE  IN  PUERTO  RICAN  FEMALES  WITH 
AUTOIMMUNE  THYROID  DISEASE  José  L.  Riestra,  M.D. 
(Member) , Gildred  Colon  Zorba,  M.D.  (Member  and 

fellow  RCP-C) , Efrain  Gonzalez,  M.D.,  Miguel  Rodri- 

guez, M.D.  and  Rafael  A.  Rivera,  M.D.  San  Jucin  City 
Hospital,  Puerto  Rico  Medical  Center,  San  Juan, 
Puerto  Rico. 

The  prevalence  of  mitral  valve  prolapse  (MVP)  has 
been  reported  to  range  between  5%  to  21%  in  the 
general  U.S.  population.  The  literature  suggests 
that  an  even  higher  prevalence  may  be  seen  in  pa- 
tients with  autoimmune  thyroid  disease  (ATD)  and 
that  these  findings  may  have  some  bearing  on  the 
pathogenesis  of  this  condition. 

Our  study  is  directed  to  confirm  whether  this 
finding  can  also  be  documented  in  females  with  ATD 
in  Puerto  Rico.  A total  of  15  patients  with  Graves' 
Disease  or  Hashimoto's  thyroiditis  were  studied 
clinically,  and  with  echocardiograms.  An  equal 
number  of  2 control  groups  were  studied,  one  with 
non- ATD  thyroid  disease  female  patients,  eind  the 
other  group  of  normal  healthy  age  and  sex-matched 
volunteers . 

Our  preliminary  results  confirm  the  reports  in 
other  ethnic  groups.  We  found  a higher  prevalence 
(40%)  in  the  ATD  group  as  compared  with  the  two 
control  groups.  These  findings  further  imply  that 
the  underlying  pathogenesis  of  MVP  could  be 
autoimmune-associated  as  reported  previously. 
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COMPARATIVE  ACTIVITY  OF  CEFTRIAXONE  WITH  ANTIMICROBIAL  AGENTS 
USED  IN  THE  TREATMENT  OF  GONOCOCCAL  INFECTIONS  AGAINST 
ICISSERIA  GONORRHOEAE  STRAINS  INaUDING  PPNG  AND  CMRNG 
STRAINS.  C.  Rivera-Vázquez,  M.D. . M.  Nevdrez.  M-T..  R. 
González,  E.  HIos.  and  C.  H.  l(aiiiirez-Ronda.  M.D.]  F.A.C.P.. 

Departments  of  Research  end  Medicine,  vA  Medical  Center  and 

University  of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico. 

The  treatment  of  gonococcal  infections  has  been  clasically 
with  penicillin;  with  the  appearance  of  PPNG  strains,  the  use 
of  spectinomycin  was  initiated  and  the  appearance  of  CMRNG 
strains  as  well  as  pharyngeal  and  anorectal  gonococcal 
infections  have  required  modifications  in  the  therapeutic 
modalities  and  the  search  for  effective,  efficient 
alternative  treatments.  A study  was  designed  to  determine 
the  in  vitro  activity  of  ceftriaxone  (CTX)  and  to  compare  it 
with  penicillin  (PEN),  ampicillin  (AMP),  cefoxitin  (CEF), 
tetracycline  (TCN),  and  spectinomycin  (STM)  against  105 
strains  of  Neisseria  ^onorrhoeae^  (NG),  including  25  PPNG 
strains  detected  by  the  acidometric  test,  19  non-PPNG  strains 
that  grew  in  1.5  Mg/ml  of  PEN  (CMRNG)  and  61  strains  with 
MICs  to  PEN  of  <1.5  Ug/ml.  Susceptibility  was  determined  at 
least  in  duplicate  by  the  agar  dilution  method  using  the  CDC 
modified  medium  (proteoae-hemoglobin-iaovitalex). 


CTX 

PEN 

AMP 

MlC^g  VJg/ml 

CEF  TCN 

STM 

TMP/SULF 

NG 

^0.004 

0.5 

0.5 

1.0 

2.0 

32 

0.25/4.75 

CMRNG 

0.03 

4.0 

4.0 

8.0 

>8,0 

32 

0.5/9. 5 

PPNG 

^.004 

>6.0 

>8.0 

2.0 

>8.0 

32 

1.0/19 

For  PPNG  strains  the  most  active  agent  was  CTX  followed  by 
CEF;  for  CMRNG  strains  ^nd  for  NG  strains  with  PEN  MIC  <1.5 
pg/ml  was  CTX.  This  agent  represents  a therapeutic 
alternative  in  the  treatment  of  such  patients  and  may  become 
a first  line  agent  because  its  effectiveness  in  the 
eradication  of  NG  from  mucosal  sites. 
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ORAL  LIDOCAINE  CONGENER  IN  LONG  RANGE 
TRIAL  SHOWN  TO  CONTROL  V FIB  AND 
SUSTAINED  V TACH 


Tocainide,  the  oral  congener  of  lidocaine  approved  as 
an  antiarrhythmic  agent  in  the  latter  part  of  1984,  has 
been  found  in  a major  long-range  trial  to  be  effective  in  a 
significant  number  of  patients  with  life-threatening 
tachyarrhythmias  refractory  to  other  drugs,  according  to 
investigators  at  Harvard  University  Shool  of  Public 
Health. 

Tocainide  controlled  arrhythmias  in  46%  of  228 
patients  who  received  1200-2400mg  daily  during  a 4-day 
trial.  But  more  importantly,  it  held  the  incidence  of 
sudden  death  to  4.3%  per  year  among  73  patients  who 
received  if  for  an  average  of  26.4  months — patients  who 
had  previously  undergone  multiple  cardiac  arrests. 

In  the  first  year  of  the  Seattle  Heart  Watch  program  for 
high-risk  tachyarrhythmia  patients,  the  sudden  death 
rate  was  approximately  28%. 

Writing  in  Circulation  (1986;  73:143),  Dr.  Stefan  H. 
Hohnloser,  a research  fellow  who  has  since  returned  to 
the  Fritz  Thyssen  Foundation  in  Cologne,  West 
Germany,  said,  however,  that  these  long-range  results  are 
similar  to  those  achieved  in  another  Harvard  study  with 
mexiletine. 

Explaining  the  study’s  significance  in  an  interview  with 
Cardiovascular  News,  Dr.  Ernst  A.  Raeder,  a Harvard 
research  associate,  pointed  out  that  this  is  perhaps  the 
largest  trial  with  tocainide  to  date  and,  furthermore,  it 
was  undertaken  among  patients  who  had  been  refractory 
to  quinidine,  procainamide,  disopyramide,  and  a beta- 
blocking agent.  “Although  tocainide  has  proved  effective 
in  suppressing  ventricular  premature  beats,  there  have 
been  few  data  concerning  its  effectiveness  in  suppressing 
sustained  tachyarrhythmias  or  fibrillation,  and  its 
usefulness  in  long-term  therapy  had  not  been  determined,” 
he  added. 


Dr.  Raeder  said  that,  despite  tocainide’s  effectiveness 
in  this  study,  it  does  not  replace  any  otherantiarrhythmic 
because  there  is  no  way  to  determine  in  whom  it  might  be 
effective — except  that  there  is  a correlation  with  the  effect 
of  lidocaine.  Although  no  clinical  features  were  predic- 
tive of  response,  among  85  patients  who  had  earlier 
received  lidocaine,  concordant  responses  were  seen  in  60 
patients  for  a predictive  value  of  71%. 

Those  studied  at  Brigham  and  Women’s  Hospital 
included  228  men  and  women,  70  of  whom  had  ventri- 
cular fibrillation;  139,  sustained  ventricular  tachycardia 
with  hemodynamic  compromise;  and  19,  nonsustained 
ventricular  tachycardia  associated  with  dizziness. 

Initial  therapy  was  guide  either  noninvasively  or 
invasively,  but  the  response  rate  was  higher  among 
patients  who  did  not  receive  programmed  stimulation, 
49%  vs  35%.  Side  effects,  28%  of  which  involved  the 
central  nervous  system,  were  reported  by  101  of  the  initial 
228  patients,  but  most  disappeared  with  dosage  adjust- 
ments. Aggravation  of  arrhythmia  occurred  in  14 
patients. 

Subsequently,  according  to  the  journal  article,  drug 
toxicity  prompted  discontinuation  of  the  agent  in  13  of 
those  on  long-term  therapy. 

While  tocainide  seems  to  have  the  potential  to 
aggravate  arrhythmia,  this  was  not  related  in  the  present 
trial  to  blood  levels  or  changes  in  the  ECG.  Impairment 
of  conduction  was  not  seen  by  ECG  in  any  of  the  228 
patients.  Exacerbation  of  congestive  heart  failure  was 
seen  in  6 patients,  but  this  was  resolved  by  discontinua- 
tion of  tocainide,  and  investigations  feel  the  drug  is  safe  in 
patients  with  significant  left  ventricular  dysfunction  and 
a history  of  congestive  heart  failure. 

The  investigators  noted  that  other  studies  using 
ambulatory  monitoring  had  shown  tocainide  to  be 
effective  in  50-70%  of  those  receiving  it  during  short-term 
treatment,  but  these  trials  involved  patients  with  ventri- 
cular premature  beats  and  no  history  of  sustained 
tachyarrhythmias.  In  these  trials,  the  criteria  for  effec- 
tiveness was  a reduction  in  VPB  frequency. 


VASODILATORS  AID  SYSTOLIC  UNLOADING 
BUT  DO  NOT  ARREST  AORTIC 
REGURGITATION  PROGRESSION 


Scant  data  exist  to  support  the  use  of  vasodilators  to 
prevent  or  slow  the  progression  of  aortic  regurgitation, 
and  such  use  could  delay  valve  replacement  beyond  its 
optimum  time.  So  believe  investigators  at  Tufts  University 
and  Boston  Veterans  Administration  Hospital. 

“Despite  a widespread  enthusiasm  for  the  use  of 
vasodilators  in  chronic  aortic  regurgitation,  the  long- 
term effects  of  these  agents  have  not  been  studied 
extensively,”  cautioned  Dr.  Peter  K.  Hoshino,  staff 
cardiologist  at  the  Boston  VA  facility,  in  an  article  in 
Archives  of  Internal  Medicine  (1986;  146:349). 

The  majority  of  patients  with  severe  aortic  regurgita- 
tion, especially  those  with  left  ventricular  dysfunction. 
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should  undergo  aortic  valve  replacement  without  dalay 
for  medical  trials,  wrote  Dr.  Hoshino  and  his  collabo- 
rator, Dr.  William  H.  Gaash,  of  Tufts. 

“Those  studies  that  have  been  done  have  not  looked  at 
the  use  of  vasodilators  over  a long  period  of  time,” 
Dr.  Hoshino  told  Cardiovascular  News  in  an  interview. 
“In  most  of  them  the  drug  was  tried  very  acutely,  in  the 
catheterization  laboratory,  and  its  effects  observed  there. 
The  results  tend  to  show  that  filling  pressures  fall  and, 
presumably,  this  is  a good  thing,  but  nothing  has  shown 
that  vasodilators  prolong  function  or  do  away  with  the 
need  for  valve  replacement.” 

“The  mechanisms  underlying  these  favorable  effects  of 
vasodilators  on  left  ventricular  performance  include  a 
systolic  unloading  effect  (which  promotes  forward  flow) 
and  a decrease  in  aortic  diastolic  pressure  (which  reduces 
regurgitant  flow),”  the  investigators  wrote  in  their  paper. 
“The  beneficial  effects  of  vasodilators  appear  to  be 
greatest  when  filling  pressures  are  high,  forward  cardiac 
output  is  low,  arterial  pressure  is  high,  and  ejection 
fraction  is  depressed.  Thus,  hydralazine  or  other 
vasodilators  might  be  especially  useful  in  the  patient  with 
markedly  elevated  filling  pressures  and  reduced  ejection 
fraction.” 

Data  from  other  studies  suggest  that  an  increase  in 
forward  output  is  seen  only  when  the  filling  pressure 
remains  slightly  elevated,  Drs.  Hoshino  and  Gaash 
wrote,  and  for  this  reason  such  medical  therapy  should  be 
tailored  so  that  a critical  level  of  preload  is  maintained. 

Having  rejected  long-term  vasodilator  therapy  in  the 
majority  of  patients,  Drs.  Hoshino  and  Gaash  agreed 
that  most  asymptomatic  patients  with  normal  ventricular 
dysfunction  can  continue  for  years  before  surgery  is 
required,  since  only  a few  percent  develop  symptoms 
each  year. 

They  warned,  however,  that  a subset  of  some  25%  of 
patients  with  abnormal  ventricular  function  remain 
asymptomatic  while  many  others  have  only  minimal 
symptoms,  and  these  patients  should  be  considered  for 
valve  replacement. 

These  include,  according  to  the  investigators,  large 
numbers  of  patients  with  very  large  LV  end-systolic 
diameters,  echocardiographic  fractional  shortening 

30%,  and  angiographic  ejection  fraction  50% — all  of 
whom  may  be  in  New  York  Heart  Association  functional 
class  I or  II. 

“Although  it  may  seem  reasonable  to  postpone  surgery 
in  these  patients  and  to  await  the  development  of 
symptoms,”  they  wrote,  “it  can  be  argued  that  the 
optimal  time  for  aortic  valve  replacement  is  before  the 
development  of  this  ominous  combination  [of  symptoms 
and  left  ventricular  dysfunction].  Postponing  surgery 
may  increase  the  likelihood  of  a suboptimal  result.  Thus, 
if  operative  mortality  and  the  complications  of  prosthetic 
valves  can  be  minimized,  it  would  seem  that  aortic  valve 
replacement  should  be  performed  in  patients  with 
reliable  evidence  of  left  ventricular  dysfunction,  even  in 
the  absence  of  symptoms.” 

If  clinical  decisions  are  to  be  made  on  the  basis  of 
measured  LV  dysfunciton,  these  investigators  see  the 
need  for  a precise  definition  of  compensated  and  decom- 
pensated chronic  aortic  regurgitation,  for  which  several 


parameters  have  been  used — large  end-diastolic  volume, 
large  end-systolic  volume,  subnormal  EF,  increased 
indexes  of  systolic  wall  stress,  low  ratio  of  regurgitant 
volume  to  end-diastolic  volume,  and  reduced  exercise 
capacity,  etc. 

“Echocardiography  can  be  used  to  determine  many  of 
these  values,”  the  investigators  wrote.  “It  is  safe, 
inexpensive,  and  especially  useful  in  serial  studies  and 
thus  shows  great  promise  in  the  preoperative  identifica- 
tion of  the  high-risk  patient.” 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


IS  A TALLER  CHILD  SMARTER? 


A review  of  data  by  Stanford  University  researchers 
seems  to  support  a link  between  height  and  intelligence  in 
children.  However,  the  doctors  discouraged  the  use  of 
growth  hormones  to  promote  taller,  more  intelligent 
children. 

The  researchers,  writing  in  the  October  issue  of 
Pediatrics,  examined  data  from  the  National  Health 
Examination  Survery  (NHES),  conducted  during  the 
1960s  by  the  National  Center  for  Health  Statistics.  They 
found  that  an  association  between  height,  intellectual 
development  and  academic  ability  was  significant  during 
ages  6 to  1 1 and  12  to  17,  although  there  were  other 
associated  variables  such  as  socioeconomic  status,  birth 
order,  family  size  and  rate  of  physical  maturity. 

“In  our  study  of  nearly  14,000  subjects,  a significant 
association  between  the  height  score  and  both  the  WISC 
(Wechsler  Intelligence  Scale  for  Children)  and  the 
WRAT  (Wide  Range  Achievement  Test)  scores  remains 
even  after  all  of  these  potentially  confounding  influences 
are  controlled  for,”  the  researchers  wrote. 

The  researchers,  from  Stanford’s  department  of 
pediatrics  and  sociology,  noted,  however,  that  the  data 
shows  that  changes  in  height  between  the  ages  of  8 and  13 
do  not  significantly  affect  10  scores.  Because  of  this 
finding,  the  researchers  discouraged  the  use  of  growthm 
hormones  to  attempt  to  promote  the  intelligence  of 
children. 

“Until  careful  clinical  studies  examining  this  issue  have 
been  completed,  any  effect  of  such  growth-promoting 
therapies  upon  intellectual  development  or  academic 
achievement  must  be  considered  unlikely,”  the  researchers 
said. 

“Reasons  for  the  association  between  height  and  10 
scores  remain  unclear,”  the  researchers  wrote,  although 
the  association  occurs  relatively  early  in  childhood. 

But  regardless  of  the  biological  factors  that  contribute 
to  stature,  children  and  adolescents  of  varying  height  are 
treated  differently  by  others. 
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The  researchers  noted  that  adults  and  peers  may 
interact  differently  with  short  children  than  they  do  with 
tall  children.  A child’s  scores  on  intelligence  tests, 
therefore,  could  be  the  consequence  of  years  of 
cumulative  height-biased  expectations  of  adults. 


THE  DYING  CHILD  AND  THE  GRIEF  OF 
PARENTS:  PEDIATRICIANS  CAN  HELP 
BRIDGE  THE  GAP 


Terminally-ill  children  have  a language  all  their  own. 
Pediatricians  who  learn  this  language,  which  includes 
symbolic  nonverbal  and  verbal  messages,  can  act  as 
translators  between  dying  children  and  their  parents  or 
siblings  and  make  the  dying  process  easier  to  bear. 

Many  times,  says  Elisabeth  Kubler-Ross,  M.D., 
helping  children  communicate  their  acceptance  of  death 
to  their  parents  actually  helps  the  “survivors”  more  than 
the  children  themselves.  Dr.  Kubler-Ross,  long  recog- 
nized as  the  authority  in  the  field  of  death,  dying  and 
transition,  spoke  to  pediatricians  at  the  American 
Academy  of  Pediatrics’  (AAP)  Annual  Meeting.  She  is 
the  author  of  On  Death  ami  Dying,  which  is  now  required 
reading  in  many  medical  and  nursing  schools.  Dr.  Kubler- 
Ross  also  has  written  ten  other  books  on  this  topic, 
including  one  entitled  On  Children  and  Death. 

Dr.  Kubler-Ross  maintains  that  pediatricians  need  to 
get  more  training  so  they  can  decipher  messages  that 
dying  children  want  to  give  and  to  help  parent  and  child 
communicate  better.  “Spontaneous  drawing  is  one 
method  that  health  professionals  can  use  to  help  children 
nonverbally  express  their  feelings.  These  pictures,  drawn 
with  colored  pens  or  crayons,  show  that  the  terminally-ill 
child’s  internal  knowledge  goes  far  beyond  his  intellectual 
knowledge. 

“Most  children,  when  near  death,  are  often  shielded 
from  what’s  going  on  by  their  parents.  The  mother  or 
father  will  say  ‘You’re  going  to  get  well,  or  we’re  going  to 
have  fun  next  Christmas,’  when  in  fact  the  child  knows  he 
won’t  live  to  experience  Christmas.  Collages  can  help  the 
parent  understand  the  child’s  intuitive  or  spiritual 
acceptance  of  death,”  Dr.  Kubler-Ross  says. 

Older  dying  children.  Dr.  Kubler-Ross  notes,  also  try 
to  communicate  with  parents — but  not  in  plain  English. 
“These  children  don’t  want  to  upset  their  parents,  so  they 
use  symbolic  verbal  language  to  express  themselves,” 
Dr.  Kubler-Ross  says. 

An  example  of  discussing  death  could  be  the  child’s 
description  of  a so-called  dream  involving  a rapidly 
moving  train  nearing  the  end  of  the  track.  As  the  train 
approaches  the  end,  the  child  describes  an  argument  with 
the  train  master.  The  child,  in  this  dream,  asks  the  train 
master  to  stop  before  the  end  “just  a piece  (a  way  to  ask 
for  a little  more  time).”  Then,  he  asks  the  parent,  “Do 
you  know  what  I’m  talking  about?” 

Dr.  Kubler-Ross  describes  this  story  because  it  is  one 
way  to  open  a discussion  between  parent  and  child.  “If 
the  parent  is  ready  to  deal  with  death,  he  will  hear  this 
type  of  story  out.  This  is  also  a point  where  the  child  will 


ask  the  pediatrician  to  help  parents  with  the  realization  of 
death;  the  physician  at  this  time  must  ask  ‘How  can  I 
help?’  ” she  says. 

Siblings,  too,  have  difficulty  coping  with  the  impend- 
ing death  of  a brother  or  sister.  Dr.  Kubler-Ross  remarks 
that  pediatricians  can  do  a tremendous  amount  of 
preventive  medicine  in  this  area.  “Siblings  often  will  get 
psychosomatic  illnesses  because  they  misconstrue  the 
notion  that  the  bigger  the  disease,  the  bigger  the  gift. 
They  take  everything  literally,  so  it  is  important  for 
physicians  to  warn  parents  to  refrain  from  making  literal 
remarks  to  siblings,”  Dr.  Kubler-Ross  says. 

Dr.  Kubler-Ross  began  her  pioneering  work  with  the 
terminally-ill  at  the  University  of  Colorado  Medical 
Center  in  Denver  and  later  as  assistant  professor  of 
psychiatry  at  the  University  of  Chicago’s  Billings 
Hospital.  She  currently  is  president  of  the  Elisabeth 
Kubler-Ross  Center  near  Head  Waters,  Virginia,  and 
Clinical  Professor,  Department  of  Psychiatry,  University 
of  Virginia,  Charlottesville. 


SLEEP  DISORDERS  IN  CHILDREN:  THERE’S 
A METHOD  TO  FIGHT  THIS  MADNESS 


Significant  sleep  disorders  plague  up  to  25  percent  of 
all  children.  For  parents,  even  the  common  problem  of 
sleeplessness  can  mean  sleepless  nights,  anxiety  and 
bloodshot  eyes. 

Yet,  according  to  a sleep  disorder  expert,  parents  can 
use  some  simple  techniques  to  deal  with  a problem 
sleeper  and  quickly  get  the  child  to  learn  to  fall  asleep  on 
his  own.  Richard  Ferber,  M.D.,  Director  of  the  Center 
for  Pediatric  Sleep  Disorders  at  Boston  Children’s 
Hospital,  has  found  through  research  and  experience  that 
parents  can  help  their  problem  sleeper  teach  himself  how 
to  fall  asleep  usually  within  a week. 

Dr.  Ferber,  who  spoke  at  the  American  Academy  of 
Pediatrics’  (AAP)  Annual  Meeting,  notes  that  it  is 
normal  for  a child  to  wake  up  several  times  during  the 
night,  but  at  these  times  if  he  doesn’t  have  the  things  he 
associates  with  going  to  sleep  (being  held,  using  a pacifier 
or  bottle)  he  may  scream  until  he  gets  them. 

If  you  give  your  child  a bottle  whenever  he  wakes  up, 
you  only  teach  your  child  to  be  hungry  during  the  night. 
Of  course.  Dr.  Ferber  continues,  this  doesn’t  apply  to 
babies  under  six  months  of  age  who  may  still  need  their 
nightime  feedings. 

Dr.  Ferber  offers  the  following  suggestions  to  correct 
sleep  problems  for  children  over  six  months  of  age;  who 
are  waking  repeatedly  and  each  time  require  the  parents 
to  come  in  and  help  them  go  back  to  sleep: 

1)  Do  not  put  a child  into  his  crib  awake. 

2)  Don’t  give  him  anything  at  bedtime  which  won’t  be 
available  when  he  wakes  during  the  night,  like  a 
bottle  or  pacifier. 

3)  If  he  cries,  wait  a short  while  before  going  in  to 
rca.ssure  him  and  yourself  that  everything  is  okay. 
Only  spend  about  a minute.  Then  leave  while  he’s 
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Still  awake.  If  he  still  cries,  wait  a little  longer  before 
going  in  to  brietly  reassure  him  again. 

4)  liach  night,  wait  a little  longer  before  going  in.  That 
way  he  has  time  to  learn  how  to  settle  down  by 
himself.  Most  families  have  found  the  following 
schedule  to  be  workable:  on  the  first  night  wait  five 
minutes  before  going  in,  then  increase  the  wait  about 
five  minutes  between  each  subsequent  visit. 

On  each  night,  start  by  waiting  about  five  minutes 
longer  than  the  night  before,  so  that  by  the  seventh 
night,  the  first  wait  will  be  about  35  minutes. 

5)  You  can  use  the  same  schedule  for  naps,  but  if  he’s 
still  awake  after  an  hour,  or  he  wakes  after  a little 
sleep,  end  the  nap  time  for  that  day. 

6)  Continue  this  schedule  throughout  the  night,  not 
starting  the  daytime  routine  until  some  minimum 
hour  that  you  feel  is  reasonable  for  your  family 
(perhaps  5:30  to  7:30  a.m.). 


NIGHTTIME  BEDWETTING:  A BIOLOGICAL 
NOT  PSYCHOSOCIAL  PROBLEM 


— For  many  young  children,  bedwetting  is  a common 
occurrence — and  a new  study  says  that  this  condition  is 
probably  biological  and  not  related  to  psychosocial 
factors  such  as  family  stresses. 

Writing  in  Pediatrics,  researchers  who  studied  over 
1,000  children  found  that  more  than  half  stopped  wetting 
their  beds  by  three  years  of  age,  and  most  others  could 
control  their  bladders  by  eight  years  of  age.  Only  7.4 
percent  still  wet  their  beds  at  age  eight. 

The  results  of  this  eight-year  study  of  1 ,092  children  in 
New  Zealand  pointed  out  that  psychosocial  factors 
including  social  and  economic  background,  stressful  life 
events,  and  changes  in  parents  or  residence  play  little  role 
in  whether  a child  wets  his  bed. 

Instead,  the  study  showed  that  family  history  is  the 
strongest  predictor  of  childhood  bedwetting.  According 
to  the  researchers,  there  are  five  relevant  factors 
associated  with  the  age  a child  attains  bladder  control, 
including: 

• family  history  of  bedwetting 

• develomental  level  at  one  and  three  years  of  age 

• early  sleeping  patterns 

• the  child’s  sex 

• age  of  toilet  training 

Consistent  with  previous  research,  the  study  showed 
that  children  who  have  two  first-order  relatives  with  a 
history  of  bedwetting  take  one  and  a half  years  longer  to 
attain  bladder  control. 

In  this  study,  children  who  were  slower  to  develop, 
slept  for  longer  periods  during  infancy,  and  started  toilet 
training  after  18  months  of  age  were  slower  to  attain 
bladder  control.  Boys  were  slightly  slower  in  controlling 
their  bladders  than  girls. 


DOES  BREAST  FEEDING  PROTECT  YOUNG 
INFANTS  AGAINST  INFECTION? 


Results  from  a new  study  showthat  breast  feeding  does 
protect  an  infant  against  infection  but  that  protection 
decreases  as  the  infection  becomes  more  serious. 

Initial  results  of  the  study,  published  in  the  November 
issue  of  Pediatrics,  seemed  to  indicate  that  breast  feeding 
protects  infants  less  than  three  months  old  against 
infectious  diseases.  However,  when  the  data  were 
analyzed  further,  the  apparent  protective  effect  dimini- 
shed markedly  when  researchers  looked  at  the  severity  of 
the  infants’  illnesses. 

Although  persuasive  evidence  exists  to  show  that 
breast  feeding  is  protective  against  intestinal  infections  in 
underdeveloped  countries,  controversy  persists  about 
whether  breast  feeding  protects  infants  in  Western 
countries  from  infectious  illnesses  and  to  what  extent. 

The  researchers,  from  the  departments  of  pediatrics, 
epidemiology  and  public  health  at  Yale  University 
School  of  Medicine,  wrote,  “The  results  suggest  that 
breast  feeding  is  not  protective  against  serious  infections 
in  general.  In  children  with  mild  illness,  the  mode  of 
feeding  or  factors  related  to  the  mode  of  feeding  may  be 
associated  with  the  (severity  of  the  disease  and  the) 
likelihood  of  hospitalization.  Thus,  breast  feeding 
appears  to  protect  young  infants  from  hospitalization 
rather  than  from  infections  per  se.” 

The  researchers  compared  281  pairs  of  demographically- 
matched  infants  who  were  younger  than  three  months  of 
age  and  were  not  premature  or  chronically  ill.  Some  o the 
infants  were  breast-fed  and  others  were  formula-fed.  All 
were  being  treated  at  Yale-New  Haven  Hospital  and  this 
was  their  first  admission  to  a hospital. 

The  only  significant  difference  in  the  two  groups  of 
infants  was  that  breast  feeding  appeared  to  have  a more 
protective  effect  in  children  with  bacterial  diseases 
compared  with  those  with  nonbacterial diseases.  Bacterial 
intestinal  diseases  are  a major  cause  of  illness  and  death 
in  underdeveloped  nations. 

“In  summary,  our  results  demonstrate  the  importance 
of  trying  to  minimize  the  bias  that  might  occur  if  breast- 
fed infants  with  the  same  severity  ofillness  as  formula -fed 
infants  are  less  likely  to  be  hospitalized,”  the  researchers 
concluded. 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians — in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue. 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 

Street 

City State Zip 

County 


IMPROVED  SURGICAL  RESTORATION  OF 
VISION  AFTER  CATARACT  REMOVAL 


SELECTIVE  TESTING  CAN  EVALUATE 
DEMENTIA  COST-EFFECTIVELY:  STUDY 


A thorough  medical  history,  physical  and  neurological 
exam,  followed  by  selective  lab  tests,  is  a more  cost- 
effective  way  to  evaluate  dementia  patients  than  a 
cursory  exam  followed  by  an  exhautive,  routine 
“dementia  workup,”  says  a study  in  the  October  Archives 
of  Internal  Medicine.  Eric  B.  Larson,  MD,  of  the 
University  of  Washington  School  of  Medicine,  Seattle, 
and  colleagues  studied  the  workups  of  200  suspected 
dementia  patients  over  age  60.  A careful  history  and 
physical,  with  a complete  blood  count,  chemistry  batter 
and  thyroid  function  test,  were  effective  in  diagnosing 
treatable  illnesses  causing  cognitive  impairment.  “Other 
diagnostic  tests  could  have  been  used  selectively  based  on 
results  of  the  examination  and  screening  tests,”  the  study 
says.  “Estimated  diagnostic  charges  from  a selective 
approach  would  be  25  percent  to  34  percent  of  those  for 
the  ‘routine’  evaluation.” 


A study  in  October’s  Archives  of  Ophthalmology 
underscores  the  usefulness  of  epikeratophakia,  the 
surgical  implantation  of  corneal  tissue,  to  restore  vision 
in  patients  after  cataract  surgery.  Robert  C.  Arffa,  MD, 
and  colleagues  at  the  Lions  Eye  Research  Laboratories, 
Louisiana  State  University  Medical  Center  School  of 
Medicine,  New  Orleans,  studied  40  such  procedures 
performed  on  adults  at  LSU  since  Eebruary  1984  using 
widely  available,  commercially  prepared  donor  tissue. 
Visual  recovery  was  good  for  a majority  of  patients,  and 
the  rate  of  complications  was  very  low.  The  study 
concludes  that  the  procedure  is  an  effective  option  for 
patients  who  can’t  have  an  artificial  lens  implant  and  for 
whom  contact  lenses  or  high-powered  spectacles  can’t  be 
tolerated. 


UPPER  AIRWAY  OBSTRUCTION  IN  FETAL 
ALCOHOL  SYNDROME 


HYPERTENSION  DRUG  EFFECTIVE  IN  BOTH 
BLACKS  AND  WHITES 


The  drug  verapamil,  by  itself,  can  more  effectively 
control  mild  to  moderate  hypertension  in  blacks  and 
whites  than  the  widely  used  drug  propranolol,  says  a 
report  in  JAMA.  Luigi  X.  Cubeddu,  MD,  PhD,  of  the 
University  of  North  Carolina,  Chapel  Hill,  and  colleagues, 
compared  the  two  drugs  in  a 1 19-patient  study. 
Verapamil  was  more  effective  than  propranolol  overall  in 
lowering  blood  pressure  and  equally  effective  in  blacks 
and  whites.  Verapamil  was  first  proposed  for  hyperten- 
sion treatment  in  1968  but  not  given  serious  attention  for 
this  purpose  until  recently,  the  report  notes.  It  also  says 
most  previous  clinical  studies  of  verapamil’s  effectiveness 
were  done  abroad  and  only  involved  whites,  whose  blood 
pressure  can  respond  to  certain  drugs  differently  than 
blacks. 


Fetal-alcohol  syndrome  (FAS)  is  a well-known 
collection  of  abnormalities  and  disorders  in  infants  born 
to  mothers  who  drank  alcohol,  often  heavily,  during 
pregnancy.  Although  upper  airway  abnormalities  have 
been  noted  sporadically  is  FAS,  a strong  association 
between  the  two  has  not  been  previously  established.  But 
in  October’s  American  Journal  of  Diseases  of  Children, 
Anna  G.  Usowicz,  MD,  and  colleagues  at  Children’s 
Hospital  of  San  Francisco  make  a strong  case  for  such  an 
association,  describing  three  patients,  all  of  whom  had 
FAS  and  upper  airway  obstruction.  “Recognition  of  this 
problem  is  important,”  the  study  concludes,  “as  it  may 
help  to  prevent  serious  complications  such  as  obtructive 
apnea,  sudden  infant  death  syndrome,  and  pulmonary 
hypertension.” 


JAMA  October  24,  1986 

NO  HIV  SPREAD  IN  PRISION, 
RESEARCHERS  REPORT 

A letter  to  JAMA  cites  further  evidence  that  human 
immunodeficiency  virus  (HIV)  doesn’t  spread  through 
casual  contact — even  in  the  close  quarters  of  a prisión. 
Patrick  W.  Kelley,  MD,  MPH,  of  the  Walter  Reed  Army 
Institute  of  Research,  and  colleagues  studied  a large 
military  prisión  where  nine  of  913  inmates  tested 
positively  for  HIV  in  1983-84.  Follow-up  screening  in 
1985  showed  no  transmission  of  the  virus  beyond  the 
immates  who  were  positive  originally.  This  lends  “further 
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support  to  the  observation  that  (HIV)  is  not  transmitted 
by  close  household  or  institutional  contact,”  the  letter 
says,  adding  that  “restricting  the  activities  of  healthy 
infected  inmates  is  not  indicated,  provided  they  can  be 
restrained...  from  either  participating  in  high-risk 
behaviors  or  being  the  target  of  violence.” 

.JAMA  October  24,  1986 


ULTRASOUND  AIDS  IN  DIFFICULT 
PARATHYROID  BIOPSY 

Localizing  parathyroid  tumors  prior  to  surgery  or 
other  treatment  has  been  difficult,  with  many  traditional 
techniques  proving  expensive,  time-consuming  or  unre- 
liable. But  ultrasound-guided,  fine-needle  aspiration 
biopsy  is  proving  to  be  a safe,  simple  and  effective  means 
of  pinpointing  and  sampling  these  tumors,  says  a report 
in  the  October  Archives  of  Otolaryngology-Head  and  Neck 
Surgery.  Johan  Verbanck,  MD,  of  H Hartziekenhuis, 
Roeselare,  Belgium,  and  colleagues  say  they  used  the 
technique  on  16  patients  with  excellent  sensitivity  and 
specificity,  and  no  complications.  They  conclude  that 
high-resolution,  real-time  ultrasonography  can  identify 
parathyroid  tumors  as  small  as  5 mm  and  is  a safe  and 
easy  way  to  obtain  an  adequate  cytology  sample. 


LIABILITY  IN  TRANSFUSION-ACQUIRED 
DISEASE;  NEW  TRANSFUSION  RISKS? 


A report  in  JAMA  says  negligence,  not  inadequacies 
inherent  in  screening  guidelines  or  procedures,  is  the  only 
grounds  for  liability  in  transfusion-associated  AIDS 
lawsuits. 

The  commentary,  by  Beth  Rabkin,  JD,of  the  Salt  Lake 
City,  Utah,  law  firm  of  LeBoeuf,  Lamb,  Leiby  and 
MacRae,  and  Michael  Scott  Rabkin,  of  the  University  of 
Utah  Medical  Center,  says  people  suing  blood  banks, 
hospitals  and/or  physicians  over  transfusion-acquired 
AIDS  or  other  diseases  may  prevail  in  court  only  by 
proving  defendants  failed  to  follow  generally  accepted 
professional  guidelines.  In  this  instance,  the  screening 
guidelines  of  the  American  Association  of  Blood  Banks 
or  other  regulatory  bodies  would  apply,  the  authors  say. 

The  liability  risk  outlook  in  transfusion-associated 
lawsuits  has  changed  markedly  in  recent  years.  In  the 
1960s  and  early  1970s,  blood  banks,  hospitals  and 
doctors  were  held  liable  for  transfusion-transmitted 
diseases  even  if  they  weren’t  negligent.  But  legislatures  in 
45  states  have  changed  the  legal  classification  of  blood 
and  products,  decreeing  them  services  rather  than 
products.  This  has  modified  the  earlier  strict  liability 
stance. 

This  change,  the  authors  say,  “reflects  an  awareness  of 
the  unavoidable  risks  inherent  in  transfusing  blood. 
Despite  the  best  efforts  of  blood  bank  staff,  there  is  a 
greater  than  zero  risk  of  serious  transfusion  reactions 
when  a patient  has  antibodies  that  are  undetectable  by 


standard  methodology. 

“While  there  are  steps  responsible  health  care 
professionals  can  take  to  minimize  risks,  the  unavoidable, 
biological  (and  now  legally  recognized)  fact  is  that  each 
person’s  blood  contains  a multiplicity  of  antibodies, 
antigens,  and  infectious  agents,  many  of  which  have  yet 
to  be  identified  by  scientists  and  cannot  presently  be 
detected,”  the  report  concludes. 

In  a related  editorial,  S.  Gerald  Sandler,  MD,  of  the 
American  Red  Cross,  Washington,  DC,  expresses  con- 
cern that  current  blood  testing  programs,  while  screening 
for  human  immunodeficiency  virus  (HIV),  do  not  screen 
for  two  other  related  viruses,  human  T-cell  lymphotropic 
virus  Types  I and  III  (HTLV-I  and  HTLV-II).  HTLV-I  is 
associated  with  adult  T-cell  leukemia  (ATL);  HTLV-II 
was  originally  isolated  from  a hairy  cell  leukemia  patient, 
although  later  studies  have  not  identified  a link  between 
HTLV-II  infection  and  clinical  disease. 

Citing  an  earlier  JAMA  report  that  found  HTLV-I 
antibodies  in  9 percent  of  New  York  drug  abusers  studied 
and  HTLV-II  antibodies  in  18  percent,  Sandler  warns  the 
observation  “may  be  the  forewarning  of  serious  clinical 
events  yet  to  come.” 

Although  no  cases  of  transfusion-associated  ATL  or 
hairy  cell  leukemia  have  yet  been  reported  either  in  the 
U.S.  or  other  areas  where  the  diseases  are  endemic, 
Sandler  asks  “whether  we  can  afford  to  wait  to  see  if  there 
is  evidence  of...  (such)  disease  before  initiating  laboratory 
tests  or  other  specific  measures  to  prevent  post- 
transfusion HTLV-I  and  HTLV-II  infections.” 

While  HIV  assays  are  not  regarded  to  detect  HTLV-I 
or  HTLV-II,  Sandler  notes  the  modes  of  transmission  of 
the  viruses  appear  to  be  similar.  Therefore,  he  says,  other 
preventive  measures  implemented  to  reduce  the  risk  of 
HIV  infection  (excluding  high-risk  groups  as  donors) 
also  should  inhibit  the  spread  of  the  two  related  viruses. 
But  until  further  information  on  the  risks,  prevalence  and 
natural  history  of  HTLV-I  and  HTLV-I  are  known, 
Sandler  says  transfusion  decisions  should  be  critically 
evaluated  and  “the  clinical  indictions  for  each  transfu- 
sion... be  unequivocal.”  He  also  urges  substitutes  for 
whole  blood  and  blood  components  be  used  whenever 
possible  for  management  of  acute  blood  loss;  that  all 
appropriate  patients  be  encouraged  to  take  advantage  of 
autologous  transfusions;  and  that  blood  loss  from 
frequent  laboratory  tests  be  minimized. 

JAMA  October  24.  1986 

RESEARCHERS  IDENTIFY  CELLS  IN  BRAIN, 
LUNG  INFECTED  BY  AIDS  VIRUS 


The  virus  that  causes  AIDS,  known  as  HTLV  III/LAV, 
or  HIV,  appears  to  attack  specific  types  of  cells  in  the 
central  nervous  system  and  lungs,  report  three  studies  in 
JAMA.  Direct  viral  infection  of  macrophage/monocyte 
cells  in  AIDS  patients  may  cause  dementia  and  other 
central  nervous  system  disease,  as  well  as  lymphocytic 
interstitial  pneumonitis,  the  researchers  suggest. 

“Infection  of  macrophage/monocytic  cells  is  likely  to 
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play  a dominant  role  in  the  central  nervous  system  as  a 
mode  of  transmitting  virus,  as  a productive  reservoir  of 
virus,  and  as  the  cell  that  initiates  the  disease  process,” 
Howard  Streicher,  MD,  of  the  National  Institutes  of 
Health,  Bethesda,  Md.,  and  Robert  J.  Joynt,  MD,  Phd,  of 
the  University  of  Rochester,  Rochester,  NY,  observe  in 
an  editorial  accompanying  the  three  reports. 

Streicher  and  Joynt  note  current  treatment  methods 
are  complicated  by  the  fact  that  the  virus  itself  may  cause 
disease,  in  addition  to  opportunistic  infections.  “The 
major  thrust  of  therapy  has  been  the  use  of  drugs  that 
block  reverse  transcriptase,  thus  preventing  viral  replica- 
tion. Preliminary  trials  indicate  that  some  of  these  do  not 
reach  a high  concentration  in  the  spinal  fluid,”  they  say. 
In  addition,  immunotherapy  to  correct  T-cell  function 
may  not  be  effective  within  the  central  nervous  system. 

In  one  study,  Suzanne  Gartner,  PhD,  of  the  National 
Cancer  Institute,  Bethesda,  and  colleagues  report 
culturing  brain  cells  from  an  AIDS  patient  suffering  from 
severe  dementia.  After  detecting  HTLV-III/LAV  and  a 
small  number  of  monocyte-like  cells  in  the  cultures,  they 
successfully  transmitted  the  virus  to  two  other  kinds  of 
cells:  peripheral  blood-derived  monocyte-macrophages 
and  T-cells. 

“Virus  production  in  T-cell  cultures  was  transient 
while  the  monocyte-macrophages,  like  the  primary 
cultures,  produced  virus  for  at  least  120  days,”  the 
researchers  observe.  “The  transmission  studies  presented 
in  this  article  represent  highly  suggestive  but  not 
unequivocal  evidence  that  the  major  if  not  the  only  type 
of  cell  productively  infected  with  HTLV-III/LAV  in 
brain  tissue  is  the  mononuclear  phagocyte.” 

A second  report,  by  Mark  H.  Stoler,  MD,  and 
colleagues,  of  the  University  of  Rochester,  confirms  the 
presence  of  HTLV-III  RNA  in  samples  of  brain  tissue 
from  two  patients  with  AIDS  encephalopathy.  The 
researchers  found  that  in  both  patients,  viral  RNA  was 
concentrated  in,  though  not  limited  to,  the  white  matter. 
Cells  in  the  central  nervous  system  most  frequently 
infected  included  macrophages,  pleomorphic  microglia, 
and  multinucleated  giant  cells. 

“Two  crucial  observations  emerge  from  this  study,” 
the  researchers  say.  “Brain  macrophages  and  microglia 
as  well  as  other  intrinsic  brain  cellsare  infected  by  HTLV- 
III/LAV;  and  HTLV-III/LAV  message  is  demonstrable  in 
routinely  processed  pathologic  material,  which  will 
facilitate  both  research  on  and  diagnosis  of  this  viral 
infection  of  the  central  nervous  system.” 

In  a related  article,  Karen  J.  Chayt,  MD,  of  the  NCI, 
and  colleagues  say  the  HTLV-III  virus  may  also  play  a 
direct  causal  role  in  development  of  lymphocytic  inters- 
titial pneumonitis  (LIP)  in  AIDS  patients.  The  disease  is 
found  in  50  to  78  percent  of  children  with  AIDS,  but  in 
less  than  5 percent  of  adult  AIDS  patients. 

“Efforts  to  identify  an  infectious  agent  responsible  for 
this  process  have  so  far  been  unsuccessful,”  the 
researchers  explain.  Using  a method  called  in  situ 
hybridization,  they  studied  biopsied  lung  tissue  specimens 
from  11  AIDS  patients,  including  one  infant  with  LIP. 

“While  expression  of  HTLV-III  RNA  was  very  low  or 
negative  in  the  cases  of  opportunistic  infections,  the 
frequency  of  positive  cells  in  the  lung  from  the  infant  with 


LIP  was  considerably  higher  (0.1  percent  of  cells),”  the 
researchers  report.  They  add  that  these  positive  cells  were 
distributed  throughout  the  lung  tissue  studied.  Cells 
expressing  viral  RNA  generally  resembled  lymphocytes, 
although  some  were  suggestive  of  macrophages. 

“As  more  patients  with  HTLV-III  infection  are 
carefully  evaluated,”  the  researchers  conclude,  “it  is 
increasingly  apparent  that  HTLV-III  may  directly  or 
indirectly  cause  a variety  of  organ  dysfunctions,  even  in 
the  absence  of  AIDS  as  presently  defined.” 

JAMA  November  7,  1986 

CHILDHOOD  NEAR-DEATH  EXPERIENCES 

A study  in  November’s  American  Journal  of  Diseases  of 
Children  discusses  near-death  experiences  reported  by 
youngsters  who  survived  critical  illnesses  and  suggests  a 
possible  neurophysiological  cause.  Melvin  Morse,  MD, 
of  the  University  of  Washington  School  of  Medicine,  and 
colleagues  interviewed  1 1 children  aged  3 to  16  years  who 
survived  critical  illnesses  including  cardiac  arrests  and 
profound  comas.  Seven  reported  near-death  experiences 
with  elements  similar  to  those  reported  in  adults,  the 
most  common  aspect  being  an  out-of-body  sensation. 
The  authors  suggest  these  experiences  may  be  caused  by 
activation  of  nerve  connections  in  the  temporal  lobe 
coding  specifically  for  out-of-body  experiences,  with 
secondary  hallucinations  that  the  mind  incorporates  into 
the  experiences  to  make  sense  of  them.  Regardless  of 
cause,  they  say  “a  core  (near-death  experience),  triggered 
by  the  process  of  dying  or  resuscitation  efforts,  may  be  a 
natural  developmental  experience.” 


STUDY  HINTS  FISH  OIL  DIET  SUPPLEMENT 
MIGHT  AID  PSORIASIS 

A report  in  the  November  Archives  of  Dermatology 
suggests  a fish  oil-supplemented  diet  might  help  psoriasis 
patients.  Vicents  A.  Ziboh,  PhD,  of  the  University  of 
California-Davis  School  of  Medicine,  and  colleagues 
studied  13  such  patients  put  on  an  eight-week  diet  that 
included  concentrated  fish  oil  supplements.  Eight 
patients  showed  mild  to  moderate  improvement  in  skin 
lesions,  correlated  with  high  ratios  in  epidermal  tissue 
samples  of  two  fatty  acids  found  in  fish  oil  in  large 
amounts.  The  researchers  note  they  did  not  use  a 
placebo-control  group  and  say  not  all  patients  whose 
lesions  eased  showed  medically  significant  improvement. 
Still,  they  say  the  study  “provides  some  insight  into  the 
possible  role  of  polyunsaturated  fatty  acids  in  psoriasis, 
and  suggests  the  importance  of  further  research  in  this 
area.” 

LITTLE-RECOGNIZED  HEART  RISK  FACTOR 
NEEDS  GREATER  ATTENTION,  STUDY  REPORTS 

A report  in  JAMA  says  a cholesterol-carrying 
lipoprotein  called  Lp(a)  appears  to  be  an  important  but 
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little-recognized  predictor  for  coronary  heart  disease, 
and  may  be  especially  useful  in  assessing  younger  people 
for  long-term  heart  risk. 

In  fact,  says  the  report  by  George  G.  Rhoads,  MD, 
MPH,  of  the  National  Institute  of  Child  Health  and 
Human  Development,  Bethesda,  Md.,  and  colleagues, 
Lp(a)  may  be  “the  most  important  known  genetic  trait 
affecting  the  development  of  (coronary  heart  disease)... 
but  has  received  surprisingly  little  attention.” 

Lp(a)  was  discovered  in  1963.  It  is  structurally  related 
to  cholesterol-carrying  low-density  lipoprotein  (LDL),  a 
well-recognized  coronary  risk  factor,  but  is  found  in 
lower  plasma  concentrations.  Lp(a)  has  been  found  in 
atherosclerotic  plaque  and  has  been  reported  to  be 
associted  with  heart  disease  in  several  studies  involving 
whites. 

To  test  whether  Lp(a)  is  a general  risk  factor,  Rhoads 
and  his  colleagues  measured  serum  Lp(a)  in  303 
Hawaiian  men  of  Japanese  ancestry  with  prior  heart 
attacks,  as  well  as  in  408  population-based  controls. 
Increased  risk  of  heart  attack  was  shown  mainly  for  men 
at  the  higher  range  of  serum  Lp(a)  levels  recorded 
(greater  than  20.1  mg/dl),  with  younger  men  (under  age 
60)  having  the  highest  relative  risk.  The  association  with 
heart  attack  couldn’t  be  explained  by  differences  in  total 
cholesterol,  high-density  lipoprotein,  LDL,  smoking, 
alcohol  consumption,  systolic  blood  pressure  or  age,  the 
report  says. 

Overall,  the  findings  in  the  Hawaiian  study  “are 
consistent  with  the  earlier  work  in  whites,”  the 
researchers  say.  Of  seven  earlier  studies  cited,  “each  has 
revealed  a positive  relationship”  between  elevated  Lp(a) 
and  heart  risk. 

“The  risk  associated  with  elevated  Lp(a)  levels  is 
modest,  especially  in  men  older  than  59  years.  But 
because  elevated  levels  are  so  common,  the  excess  risk 
associated  with  Lp(a)  accounted  for  a substantial  number 
of  past  (heart  attacks)  occurring  in  younger  individuals,” 
the  researchers  say. 

“Overall,  the  evidence  indicates  that  Lp(a)...  appeared 
to  be  an  independent  predictor  of  coronary  risk,”  they 
conclude.  “Because  the  levels  are  nearly  independent  of 
age,  the  usefulness  of  Lp(a)  in  characterizing  adolescents 
and  young  adults  for  long-term  risk  of  (coronary  heart 
disease)  should  be  explored.  It  is  likely  that  the  ‘tracking’ 
of  Lp(a)  levels  will  be  better  than  that  for  blood  pressure 
or  for  some  of  the  hyperlipidemias,  which  are  not 
expressed  until  middle  age.” 

The  researchers  say  much  more  needs  to  be  learned 
about  (Lp(a),  particularly  among  blancks  and  women. 

JAMA  November  14,  1986 

URBAN-DWELLERS’  BLOOD  CO 
LEVELS  DOWN 


Illinois-Chicago,  and  colleagues  measured  COHb  levels 
in  101  non-smoking  adult  blood  donors,  mostly  hospital 
workers  and  medical  students,  during  winter  1985-86. 
The  mean  COHb  level  was  0.77  percent,  compared  with 
1.53  percent  reported  in  another  Chicago  study  in  1974- 
75,  and  2.04  percent  in  1970.  The  latest  measure  wasclose 
to  that  projected  for  1985  by  the  1974-75  study,  which 
predicted  lower  COHb  levels  as  older  autos  left  the  roads. 

JAMA  November  14,  1986 


ACCIDENTAL  STRANGULATION  FROM 
RESTRAINS  NOTED 


A letter  to  JAMA  reports  two  cases  in  which  nursing 
home  patients  strangled  on  vest  restraints,  and  urges 
caution  in  using  any  such  device.  Arthur  H.  Dube,  MD, 
and  Erik  K.  Mitchell,  MD,  of  the  Van  Duyn  Home  and 
Hospital,  Syracuse,  NY,  say  one  patients,  a 60-year-old 
woman,  was  in  the  restraint  due  to  extreme  agitation;  the 
other,  a 66-year-old  woman,  to  keep  her  from  falling  out 
of  her  wheelchair.  Both  asphyxiated  after  the  vests 
became  wrapped  around  their  necks.  Since  many  nursing 
homes  use  restraints,  the  letter  urges  such  facilities  be 
sure  they  “are  properly  applied  in  accordance  with 
manufacturers’  recommendations  and  that  procedures 
are  updated  when  new  types  of  restraints  are  used.” 

JAMA  November  21,  1986 


RESEARCHERS  REPORT  NEW  INHERITED 
CORNEAL  DISORDER 


Researchers  at  the  University  of  Utah  Health  Sciences 
Center,  Salt  Lake  City,  have  uncovered  a new,  inherited 
corneal  disease  appearing  during  childhood.  In  a report 
in  the  November  Archives  of  Ophthalmology,  Jane  D. 
Kivlin,  MD,  and  colleagues,  describe  eight  members  of  a 
family  who  suffered  this  problem,  which  involves  corneal 
clouding,  vascularization  and  inflammation,  beginning 
in  early  childhood  with  episodes  of  red,  irritated  eyes. 
The  disease  affects  males  and  females  equally  but  varies 
in  its  degree  of  progressive  visual  impairment.  The  Utah 
researchers  are  unsure  of  the  problem’s  cause,  speculat- 
ing it  might  be  due  to  an  abnormal,  as-yet-undetectable 
substance  that  collects  in  the  eye  and  promotes  inflam- 
mation. An  immune  disorder  is  another  possibility,  they 
say. 


Carboxyhemoglobin  (COHb)  levels  (blood  carbon 
monoxide)  continue  to  drop  among  urban-dwellers, 
probably  due  to  autoemission  controls, a letterto  JAMA 
says.  Paul  S.  Heckerling,  MD,  of  the  University  of 
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especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  lineas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo. 
Deben  limitarse  las  tablas  a solo  aquel  las  que  contribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  linea  u oración. 
Al  final  de  cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  "Cumulative  Index  Medicus”  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
título  del  articulo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

.Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capítulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  titulo  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capítulo  citado 
se  añade  el  autor(es)  del  capítulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Carlas  al  Eiditor 

Se  publicarán  a discreción  de  la  Junta  Eiditora.  Deben  estar  escritas  en  maqui- 
nilla  a doble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
refere  ncias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman ) centered . Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus" 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.;  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  "Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


•Estas  “Instrucciones  para  los  Autores"  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
"Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas". 
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Significantly  innproves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg,  1 -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/mlj 

REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 


1 2 3 4 5 6 7 

Days 


Ten  patients  with  CHF  showed  morked  hemodynamic  improvement  otter  seven  days  ot 
BUMEX*(bumetanide/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  et  o/. ' 


References:  1.  Olesen  KH,  etol  Postgrad  Med  J 51  6);54-63,  1975  2.  Handlers, 

Dhingra  RC,  Rosen  KM  JÍT/mP/rormoco/^/  706-711,  Nov-Dec  1981  3.  BroterOC, 
el  at:  Clin  Pharmacol  Ther  34  207-213,  Aug  1983  4.  Brater  DC,  Fox  WR,  Chennovosin  P; 

J Clin  Pharmacol  21  599-603,  Nov-Dec  1981  5.  Davies  DL,  etal  Cllh  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX» 

bumetanide/Roche 

0.5-mg,  1-mg  and  2-mg  scored  tablets. 

2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

BUMEX»  (bumetonIde/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  Is  a potent  diuretic  which.  If  given  In  excessive 
omounts.  con  lead  to  a profound  diuresis  with  water  and  electrolyte  depletion.  Therefore, 
careful  medical  supervision  Is  required,  ond  dose  and  dosage  schedule  hove  to  be 
odjusted  to  the  Indhrlduol  pohenTs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  Information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heort  failure,  hepatic  and  renal 
disease.  Including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenteral  administration  of  Bumex  If 
Impaired  gastrointestinal  absorption  Is  suspected  or  oral  administration  Is  not  practical.  Bumex 
should  be  given  by  the  Intramuscular  or  Intravenous  route 

Successful  treatment  with  Bumex  following  Instances  of  allergic  reactions  to  furosemide  suggests 
a lock  of  cross-sensitivity, 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  In  patients  in  hepatic  coma  or  in  states  of 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  Induce  diuresis  in  renal  insufficiency, 
any  marked  Increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oliguria  during 
therapy  of  patients  with  progressive  renal  disease,  is  an  indication  for  discontinuation  of  treatment, 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  frequent 
administration  can  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism, 
particularly  In  elderly  patients 

Prevention  of  hypokalemia  requires  particular  attention  In  patients  receiving  digitalis  and  diuretics 
lor  congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  ot  aldosterone  excess  with 
normal  renol  function,  potassium-losing  nephropothy  certain  diarrheal  states,  or  other  states 
where  hypokolemlo  Is  thought  to  represent  particular  added  risks  to  the  patients 
In  patients  with  hepotlc  cirrhosis  and  osciles,  sudden  alterations  ot  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  ond  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  ot  the  potienfs  clinicol  status  and  electrolyte  bal- 
ance, Supplemental  potassium  and/or  spironolactone  may  prevent  hypokolemlo  and  metabolic 
alkalosis  In  these  patients 

In  cats,  dogs  and  guinea  pigs.  Bumex  has  been  shown  to  produce  ototoxicity.  Since  Bumex  is 
about  40  to  60  times  as  potent  os  furosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rorely  be  achieved  The  potential  lor  ototoxicity  increases  with  intravenous 
therapy  especially  at  high  doses 

Patients  allergic  to  sultonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  and  odd  potassium  supplements  or 
potosslum-sparing  diuretics,  it  necessary  Periodic  determinations  of  other  electrolytes  are  odvised 
In  patients  treated  with  high  doses  or  for  prolonged  periods,  particularly  In  those  on  low  salt  diets 
Hyperuricemia  may  occur  Reversible  elevotions  of  the  BUN  and  creotinine  may  occur,  especiolly 
with  dehydration  and  in  patients  with  renal  Insufficiency  Bumex  may  increase  urinary  calcium 
excretion 

Possibility  ot  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugar  should 
be  done,  particularly  in  patients  with  diobetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  tor  possible  occurrence  of  blood  dyscrasias,  liver  damage 
or  Idiosyncratic  reactions 

Especially  In  presence  of  impaired  renal  function,  use  ot  parenterolly  odministered  Bumex  should 
be  avoided  In  patients  to  whom  aminoglycoside  ontibiotics  are  also  being  given,  except  In 
life-threotening  conditions. 

Drugs  with  nephrotoxic  potential  and  bumetanide  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  clearance  and  adds  o high  risk  of  lithium  toxicity  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex. 

Concurrent  therapy  with  indomethacin  not  recommended, 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humons  hove  shown  no  effect  on  digoxin  blood  levels. 

Interaction  studies  in  humans  hove  shown  Bumex  to  hove  no  effect  on  worfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  o pregnant  woman  only  it  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetanide  may  be  excreted  in  breast  milk 

Pediatric  Use.  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  and 

encephalopathy  (in  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  ore  weakness.  Impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 
Other  clinicol  adverse  reactions  are  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  ten- 
derness, diorrheo,  premature  ejoculotlon  and  difficulty  maintaining  on  erection 
Loborotory  abnormalities  reported  ore  hyperuricemia,  azotemia,  hyperglycemia.  Increased  serum 
creotinine,  hypochloremla,  hypokalemia,  hyponatremia,  and  variations  in  COj  content, 
bicarbonate,  phosphorus  and  calcium  Although  manifestotlons  of  the  pharmocologic  action  of 
Bumex,  these  conditions  may  become  more  pronounced  by  intensive  theropy 
Diuresis  Induced  by  Bumex  may  also  rorely  be  accompanied  by  chonges  in  LDH,  total  serum 
bilirubin,  serum  proteins,  SGOT,  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts. 
Increases  in  urinary  glucose  and  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION: 

Oral  Administration:  The  usual  total  dally  dosage  is  0.5  to  2 0 mg  and  in  most  patients  Is  given 
as  a single  dose 

Parenteral  Administration:  Admin'^ter  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who 
cannot  take  oral.  The  usual  initial  dose  Is  0. 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient 
response,  a second  or  third  dose  may  be  given  at  2 to  3 hour  Intervals  up  to  a maximum  of 
10  mg  a day 

HOW  SUPPLIED:  Tablets.  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  of  100 
and  500,  Prescription  Paksol30,  Tel-E-Dose®  cartons  of  100  Imprint  on  tablets:  0 5 mg— 
ROCHE  BUMEX  0 5,  1 mg-ROCHE  BUMEX  1,  2 mg-ROCHE  BUMEX  2. 

Ampuls,  2 ml,  0 25  mg/ml,  boxes  of  ten 

Viols,  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  of  ten 


ROCHE  LABORATORIES 
Division  of  Hoffmonn-La  Roche  Inc 
Nutley,  New  Jersey  07110 


0\/ERL0AD 


Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  failure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  tailing  heart.  Bumex*  (bumet- 
anide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  three  powerful  reasons.  It 
moves  out  an  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures. It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate. 3 And  Bumex  completes  high-volume 
diuresis  fast-within  tour  hours  at  usual 
doses.'’ ^ Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a good  safety  profile;  however, 
as  with  all  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  can  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 


Ornee»  ^ 

bumetanide/Roche 


0.5-mg.  1-mg  and  2-mg  scored  tablets.  2-nil  ampuls  |0.2S  mg/ml| 
and  2-ml,  4-ml  and  lO-ml  vials  (0.2S  mg/ml) 

First  line 

loop  diuretic  therapy 


Pleose  see  references  and  summary  af  product  information  on  preceding  page. 
Copyright  ©1986  by  Hotfmonn-Lo  Roche  Inc  Ail  rights  reserve^ig|||^Bi0 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 
lA  cruz  azul 
DE  PUERT<^  RICO 

Gente  Sirviendo 
a su  Gente 
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¡Entre  a lo  grande  en  el 
mundo  exclusivo  de  BMW! 


El  BMW  325  ha  logrado  en 
un  automóvil  compacto  más 
de  lo  que  uno  grande  de  otras 
marcas  puede  ofrecer:  en 
lujo,  prestaciones,  tecnología 
y equipamiento.  El  BMW  325 
tiene  toda  la  personalidad 
joven,  brillante  y progresiva 
que  necesitan  aquellos 
conductores  que  hacen  de  la 
elección  de  su  automóvil  un 
acto  de  inteligencia  y 
demostración  de  su  personal 
estilo.  Los  BMW  325,  en  sus 
versiones  de  2 ó 4 puertas, 
ofrecen  el  máximo  espacio 
y confort,  siempre  con  el 
poderoso  motor  de  6 cilindros 
BMW,  el  más  completo 
equilibrio  entre  potencia, 
suavidad  y economía.  Y 
además  la  sofisticada 
tecnología  electrónica  BMW, 
junto  a un  completo 
equipamiento:  “Check 
Control",  “Digital  Motor 
Electronic  (DM E)”,  Indicador 
de  Intervalos  de  Servicio, 
frenos  de  disco,  “power  door", 
“power  window",  aire 
acondicionado,  radio- 
cassette estéreo  con  antena 
eléctrica...  Además,  el 
BMW  325-ESyelBMW 
325-E,  equipan  de  serie  el 
sistema  antibloqueo  de  frenos 
ABS,  techo  eléctrico 
corredizo,  “computer"  y 
“automatic  speed  control". 

Y espoiler  trasero,  asientos 
deportivos  y suspensión 
especial  en  el  BMW  325-ES. 


Versiones  del  BMW  325. 


325-Std. 
325-A 
325-ES 
325-ES  A 
325-E 
325-E  A. 


2 y 4 puertas 
2 y 4 puertas 
2 puertas 
2 puertas 
4 puertas 
4 puertas 


De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 


LO  ULTIMO  EN  nCNOLOGIA 


NUESTRA  PORTADA 


ASOCIACOS)  MEDICA  DE  PUERTO  RICO 

boletín 


VDLya/NUM.S  FEBREROISay 


Figuras  y el  Pájaro  Rojo.  Oleo  de  30  X 22  en  papel  de  algodón  del 
artista  puertorriqueño  Rubén  Ríos.  El  autor  nació  en  Bayamón  en  el 
1947  y cursó  estudios  en  la  Universidad  de  Puerto  Rico  bajo  la  tutela  del 
profesor  Alberto  Ortiz  Collazo.  Prosiguió  sus  estudios  con  Luis 
Hemández-Cruz  en  la  Escuela  de  Artes  Plásticas  y la  Liga  de 
Estudiantes  de  Arte  en  el  Viejo  San  Juan.  Sus  deseos  de  mejoramiento 
continuo  en  la  pintura  hicieron  que  por  varios  años  continuase  sus 
estudios  con  maestros  de  la  talla  de  Balossi,  Augusto  Marín  y Jorge 
Rechany. 

Figuras  y el  Pájaro  Rojo  fue  creada  en  1984  y es  de  estilo  surrealista. 
Para  el  autor  el  color  representa  la  fuerza  espiritual  del  hombre  en 
relación  directa  con  su  intensidad.  En  la  obra  de  la  portada  se  proyecta 
através  de  los  colores  el  confrontamiento  espiritual  en  el  hombre. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  autor  y a la  Sra.  María  Rechany,  de  la  Casa  Amarilla  en 
Hato  Rey,  su  cooperación  para  hacer  posible  la  publicación  de  esta  obra 
en  nuestra  p>ortada. 


“YES,THERE  IS 
UFE  AFTER 
BREAST  CANCER. 

AND  THAT’S  THE 
WHOIE  POINT.” 


-Ann  Jíllian 


A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to 
hear  about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t 
practice  breast  self-examination 
regularly. 

Those  women,  particularly 
those  over  35,  won’t  ask  their  doc- 
tor about  a mammogram. 

Yet  that’s  what’s  required  for 
breast  cancer  to  be  detected 
early.  When  the  cure  rate  is  90%. 
And  when  there’s  a good  chance 
it  won’t  involve  the  loss  of  a 
breast. 

But  no  matter  what  it  involves, 
take  it  from  someone  who’s  been 
through  it  all. 

Life  is  just  too  wonderful  to 
give  up  on.  And,  as  1 found  out, 
you  don’t  have  to  give  up  on  any 
of  it.  Not  work,  not  play,  not  even 
romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being 
afraid  to  take  care  of  yourself. 


AAAERIOXN 
VC/XNCER 
fsoaETY* 

Get  a checkup.  Life  is  worth  it. 
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Livii^  in  the  city 
is  lonely  enou^... 
with  herpes  it’s  like 
solitary  confinement: 


Prevent  genital  herpes 
recurrences 
month  after  month  Avith 
daify  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


I 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
weU  tolerated  ' 

Daily  therapy  with  ZOVIR^y 
CAPSULES  is  generally  wel 
tolerated.  The  most  frequeni 
adverse  reactions  reported  I 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotion 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodi 
as  well  as  the  emotional 
impact  of  the  disease,  shouk 
be  considered  when  selectiri 
daily  therapy  with  ZOVIRA 
CAPSULES.  . 

Please  see  brief  summary  of 
prescribing  information  on  next  pc 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseli^  only,  or  the  institution  of  specific 
therapy.  TTie  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  uniciue  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes); 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  ag^essive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
g)isodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reauced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  imder  study. 

'The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  ve^  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  'Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  'The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINlS'TRA'nON). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  tne  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of 50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
arenteral  doses  of  100  mg/kg  acyclovir  in  rats 
ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lútea,  total 
implantation  sites  and  live  fetuses  in  the  F < 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of 320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Ttesticular 
atrophy  was  persistent  through  the  4- week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  'Ibsticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnan^:  Jbratogenic  Effects:  Pregnancy 
Category  Cf.tAcyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/dav,  p.o.),  rat  (50  mg/kgMay, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  Tffiere 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  ^ould  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breeistfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of 298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thromiwphlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  'D-eat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  'Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NTC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


*In  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Cuando  usted 
adquiere  un  Volvo 
obtiene 


un  gran  carro  y 
un  plan  de  beneficios 
sin  igual. 


Un  automóvil  con  el  prestigio  y la 
calidad  de  Volvo  no  puede  menos 
que  ofrecer  un  plan  de  beneficios  a 
la  altura  de  su  excelencia 
automotriz  ...  y eso  es  precisamente 
lo  que  le  da  Volvo. 

• Garantía  de  3 años 

Protección  durante  3 años  sin 
límite  de  millaje  y sin  costo 
adicional  para  todos  los  modelos  de 
1985  en  adelante. 

• Garantía  de  1 año 

Trébol  Motors  le  ofrece  un  año 
completo  de  garantía  en  los  modelos 
Volvo  del  1982  en  adelante. 


• Taller  de  Guardia 

Para  su  comodidad  mantenemos 
abierto  nuestro  Taller  de  Guardia 
los  7 días*  de  la  semana  para  ofrecer- 
le un  servicio  sin  igual  a su  Volvo. 

• Tele  SOS 

Cuando  tenga  una  emergencia  en  el 
día  o en  la  noche,  en  cualquier  parte 
de  la  Isla  — excepto  Vieques  y 
Culebra — sólo  llame  al  726-6060  y 
rápidamente  le  llevarán  su  vehículo 
al  taller  autorizado  Volvo  más 
cercano. 

• Taller  de  Hojalatería  y Pintura 

Nuestro  moderno  taller  de  Puerta  de 
Tierra  le  ofrece  servicio  de 
hojalatería  y pintura  a su  automóvil 
con  la  misma  calidad  y el  mismo 
sistema  de  fábrica. 


• Centro-Volvo 

Nuestro  nuevo  concepto 
Centro-Volvo  centraliza  bajo  un 
mismo  techo  todos  los  servicios: 
Salón  de  Exhibición  y Venta, 
Departamento  de  Servicio  y 
Mantenimiento  y Venta  de  Piezas 
Legítimas  y Accesorios. 

• Facilidad  de  Alquiler 

Ya  no  tendrá  que  echar  de  menos  la 
comodidad  que  le  ofrece  su  Volvo, 
mientras  lo  chequea  o la  arregla. 

Ahora  podrá  alquilar  un  modelo 
Volvo  DLA  del  ’87,  por  un  precio 
muy  especial,  mediante  previa 
reservación. 


Por  tantas  buenas  razones... 

VOLVO 

Calidad  que  no  se  discute. 


Visite  Trébol  Motors  o sus  dealers  autorizados. 


•Excepto:  Año  Nuevo.  Día  de  Reyes.  Viernes 
Santo.  4 y 25  de  Julio.  Día  del  Trabajo.  Día  de 
Accclón  de  Gracias.  Día  de  Navidad. 


ESTUDIOS  CLINICOS 


Anomalías  Congénitas  de  la  Mano  en  la 
Reglón  Oeste  de  Puerto  Rico 

Manuel  Llusá  Pérez,  MD,  PhD* 
Angela  A.  Ramírez  Irizarry,  MD,  FACS** 


Resumen:  Se  han  revisado  88  historias  clínicas  de 

pacientes  que  acudieron  en  los  últimos  18  años  al  Servicio 
de  Cirugía  Plástica  del  Centro  Pediátrico  del  Centro 
Médico  de  Mayagiiez,  área  Oeste  de  Puerto  Rico,  por 
presentar  anomalías  congénitas  de  la  mano.  Estas  fueron 
clasificadas  y distribuidas  porcentualmente  según  los  siete 
grupos  principales  de  la  clasificación  de  Swanson  (1976), 
prestándose  atención  también  a si  eran  anomalías  aisladas 
o formaban  la  parte  princíapal  o secundaría  de  algún 
cuadro  polimalformatívo. 

Se  hace  una  petición  para  tratar  de  establecer  en  Puerto 
Rico  (ya  sea  en  el  registro  demográfico  o a través  del 
Departamento  de  Salud)  un  sistema  para  reportar  no  sólo 
las  anomalías  congénitas  de  la  mano,  si  no  también  todas 
las  anomalías  encontradas  en  el  neonato.  Esto  nos  daría 
base  para  el  estudio  concienzudo  de  posibles  factores 
causantes  y su  eventual  tratamiento  y prevención. 


Se  procedió  al  estudio  de  88  historias  clínicas  corres- 
pondientes a pacientes  atendidos  por  anomalías 
congénitas  de  la  mano  en  el  Servicio  de  Cirugía  Plástica 
del  Centro  Pediátrico  del  Centro  Médico  de  Mayagiiez, 
área  Oeste  de  Puerto  Rico,  durante  los  últimos  18  años. 

Disponiéndose  de  una  hoja  de  protocolo,  se  fueron 
anotando  los  datos  de  interés  para  posteriormente 
tabularlos.  En  cada  una  de  las  historias  se  revisó  el 
diagnóstico,  y se  distribuyeron  porcentualmente  los 
distintos  tipos  de  malformaciones  según  los  7 grupos 
principales  de  la  clasificación  de  Swanson  de  1976.'’  ^ Por 
su  gran  difusión  en  nuestro  medio  se  ha  utilizado  la 
nomenclatura  clásica  derivada  de  raíces  griegas  (tabla  I).  ^ 
Una  vez  distribuidos  los  diferentes  tipos  de  anomalías,  se 
subdividieron  según  la  mano  afectada  fuese  la  derecha,  la 
izquierda  o existiese  afectación  bilateral.  En  cada  uno  de 
estos  subgrupos  se  consideró  si  la  malformación  era; 
(tablas  II  y III)  ^ 


*Depariamenlo  de  Anatomía  Humana.  Facultad  de  Medicina  de  la 
Universidad  de  Barcelona.  España. 

**Jefe.  Sección  de  Cirugía  Plástica.  Reconstructiva  y de  ¡a  Mano. 
Centro  Médico  de  Mayagiiez.  Puerto  Rico 


A. -  aislada. 

B. -  parte  de  un  cuadro  polimalformatívo,  pero  siendo 

ella  la  principal  causa  de  la  consulta. 

C. -  parte  de  un  cuadro  polimalformatívo,  pero  siendo 

ella  una  manifestación  menos  importante  que  la 
principal  causa  de  la  consulta. 

Tabla  I 

Nomenclatura  Clásica  Anomalías  Congénitas  de  la  Mano  (Raíces  Griegas) 

Ectrodactilia  - ausencia  de  dedos  (de  Ektrosis=ausencia  y Dactil=dedo). 
Afalangia  - sin  falange  (de  A=privación,  sin  y Phalanx=falange). 
Anoniquia  - sin  uña  (de  An=privación,  sin  y Onus=uña). 

Aqueiria  - sin  mano  (de  A=privación,  sin  y Cheir=mano). 
Branquidactilia  - dedo  corto  (de  Braqui=corto  y Dactil=dedo). 
Sindactilia  - dedos  unidos  (de  Sin=unión,  fusión  y Dactil=dedo). 
Camptodactilia  - dedo  doblado  en  posición  de  flexión 

(de  Kamptos=encorvar  y Dactil=dedo). 
Clinodactilia  - dedo  inclinado  en  sentido  lateromedial 
(de  Klinein=inclinar  y Dactil=dedo). 

Singalangismo  - falanges  fusionadas  (de  Sin=unión,  fusión  y 
Phalanx=falange). 

Polidactilia  - dedo  supernumerario  (de  Poli=varios,  muchos  y 
Dactil=dedo). 


Observaciones 

En  tabla  II  quedan  expuestos  los  porcentajes  de  cada 
tipo  de  anomalía  que  hemos  podido  observar,  su  relación 
con  la  lateralidad  y si  existía  o no  asociación  con  otra 
clase  de  malformaciones  (defecto  principal  o secundario). 
En  la  revisión  de  estos  88  casos  de  anomalías  congénitas 
de  la  mano,  hemos  encontrado  22  (25%),  por  insuficiencia 
de  formación  de  las  regiones  (detención  del  desarrollo),  de 
las  que  13  (14.7%)  eran  deficiencias  transversales: 

• 10  ectrodactilias  (11.3%),  (fig.  1),  5 de  las  cuales 
(5.6%)  fueron  malformaciones  aisladas.  Entre  las 
anomalías  asociadas  destacan  un  paciente  con 
paladar  hendido  y otros  con  diversas  combinaciones 
de  defectos  menores  (hipoplasia  del  pulgar,  afalangia 
del  dedo  índice,  etc...),  en  esta  misma  mano.  La 
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Tabla  II 


Distribución  Porcentual  de  las  Anomalías  Congénitas  de  la  Mano 


1 INSUFICIENCIA  DE  FORMACION  DE  LAS 

DERECHA 

IZQUIERDA 

BILATERAL 

REGIONES  22  Casos  (25.0%) 

A 

B 

C 

A 

B 

C 

A 

B 

C 

DEFICIENCIAS  TRANSVERSALES. 

13  Casos  ( 14.7% 

Ectrodactilia 

10  Casos  (5.6%,) 

1 

2 

- 

4 

1 

2 

- 

- 

- 

Afalangia 

2 Casos  (2.2%) 

- 

- 

2 

- 

- 

- 

- 

- 

- 

Anoniquia 

1 Caso  (1.1%,) 

- 

1 

- 

- 

- 

- 

- 

- 

- 

DEFICIENCIAS  LONGITUDINALES.  9 Casos  ( 10.2%) 

Preaxial  7 Casos  (7.9%) 

-Ausencia  de  radio 

3 Casos  (3.4%) 

- 

- 

- 

- 

- 

2 

- 

1 

- 

-Pulgar  flotante 

1 Caso  (1. 1%) 

- 

1 

- 

- 

- 

- 

- 

- 

- 

-Hipoplasia  pulgar 

3 Casos  (3.4%) 

- 

- 

1 

- 

- 

1 

1 

- 

- 

Central  2 Casos  (2.2%) 

-Mano  hendida 

2 Casos  (2.2%) 

- 

1 

- 

- 

1 

- 

- 

- 

- 

II  INSUFICIENCIA  DE  DIFERENCIACION  DE 

LAS  REGIONES.  55  Casos  (62.5%,) 

Branquidactilia 

ICaso  (1.1%,) 

- 

- 

- 

. 

. 

. 

1 

Sindactilia 

30  Casos  (34.1%,) 

2 

1 

3 

3 

3 

5 

6 

6 

1 

Síndrome  de  Poland 

4 Casos  (4.5%,) 

- 

2 

- 

- 

2 

- 

- 

- 

- 

Síndrome  de  Apert 

2 Casos  (2.2%) 

- 

- 

- 

- 

- 

- 

- 

2 

- 

Contractura  tejidos  blandos  8 Casos  (9.1%) 

-Dedo  en  resorte 

1 Caso  (1. 1%) 

1 

- 

- 

- 

- 

- 

- 

- 

- 

-Camptodactilia 

6 Casos  (6.8%) 

1 

- 

2 

- 

- 

- 

3 

- 

- 

-Contractura  Comisura 

1 Caso  ( 1. 1%) 

- 

1 

- 

- 

- 

- 

- 

- 

. 

Deformidades  esqueléticas 

10  Casos  ( 1 1.3%) 

-Clinodactilia 

9 Casos  (10.2%) 

2 

1 

1 

1 

- 

3 

1 

- 

- 

-Sinfalangismo 

1 Caso  (1.1%,) 

- 

- 

1 

- 

- 

- 

- 

- 

- 

III  DUPLICACION.  39  Casos  (44.3%) 

Polidactilia  preaxial 

15  Casos  (I7.0%o) 

9 

2 

- 

1 

2 

. 

1 

Polidactilia  postaxial  24  Casos  (27.2%) 

1 

- 

- 

1 

4 

- 

6 

12 

- 

IV  HIPERCRECIMIENTO.  1 Caso(l 

.1%) 

_ 

. 

1 

. 

_ 

_ 

_ 

V HIPOCRECIMIENTO.  3 Casos  (3.4%) 

- 

2 

- 

- 

- 

1 

- 

- 

- 

VI  SINDROME  DE  LA  BANDA  DE  CONSTRICCION 

CONGENITA.  6 Casos  (6.8%) 

- 

- 

2 

- 

- 

4 

- 

- 

- 

GENERALIZADAS.  0 Casos  (0.0%,) 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Tabla  III 


Distribución  de  las  Sindactilias  Según  Tipo  y Complejidad 


SINDACTILIA  30  Casos  (34.1%) 

DERECHA 

IZQUIERDA 

BILATERAL 

A 

B 

C 

A 

B 

C 

A 

B C 

incompleta  y simple 

15  Casos 

2 

- 

2 

2 

1 

4 

2 

2 

incompleta  y compleja 

0 Casos 

- 

- 

- 

- 

- 

- 

- 

- 

completa  y simple 

10  Casos 

- 

- 

1 

- 

2 

1 

3 

2 1 

completa  y compleja 

5 Casos 

1 

1 

“ 

1 

2 
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Figura  1.  Ectrodactilia  mano  izquierda  con  dedos  rudimentarios. 


existencia  de  dedos  rudimentarios  suele  ser  carac- 
terística. No  hemos  observado  ningún  caso  bilateral 
ni  con  afectación  de  los  pies. 

• 2 ausencias  de  falanges,  afectando  a falange  distal  del 
pulgar  y falange  distal  del  índice,  ambos  casos 
relacionados  con  anomalías  más  importantes  (ectro- 
sindactilia  y ectrodactilia). 

• 1 anoniquia  del  índice  en  un  paciente  con  síndrome 
de  Poland. 

• no  se  ha  presentado  ninguna  aqueiria  o ausencia 
total  de  la  mano. 

De  las  deficiencias  longitudinales,  9 casos  (10.2%): 

• 7 (7.9%)  fueron  deficiencias  preaxiales  correspon- 
dientes a una  ausencia  bilateral  de  radio  (fig.  2)  que 
presentaba  también  un  sinus  pilonidal,  dos  hipopla- 
sias  de  radio  asociadas  a otras  malformaciones,  una 
hipoplasia  bilateral  de  pulgar  aislada,  dos  hipopla- 
sias  del  pulgar  con  otras  anomalías  coexistentes  y un 
pulgar  flotante  con  ausencia  de  radio  (fig.  3). 

• 2 (2.2%)  deficiencias  centrales  correspondientes  a 
dos  manos  hendidas  o “lobster-claw  hand”  (fig.  4), 
acompañadas  j5or  malformaciones  menores  en 
manos  y pies  en  un  caso  y por  grandes  malforma- 
ciones en  piernas  y pies  (subluxaciones)  en  el  otro. 

• no  hemos  observado  ninguna  deficiencia  longitu- 
dinal postaxial  (afectación  de  cubito,  hueso  pirami- 
dal, hueso  ganchoso,  cuarto  y quinto  metacarpiano, 
y falanges  de  estos  dedos).  En  la  bibliografía  es 
referida  como  una  de  las  malformaciones  más 
raras.'’  55  (62.5%)  de  las  anomalías  han  sido 
debidas  a insuficiencia  de  diferenciación  (separación) 
de  las  regiones,  de  las  que: 

• 1 (1.1%)  fue  un  caso  de  braquidactilia  de  la 
falange  media  del  2°,  3°  y 4°  dedos  con 
afectación  bilateral,  habiendo  acudido  el 
paciente  por  presentar  polidactilia  postaxial 
bilateral. 
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Figura  2.  Ausencia  bilateral  de  radio  (mano  zamba  o "radial  club  band"). 


Figura  3.  Mano  izquierda  con  pulgar  Dotante  y ausencia  concomitante  del 
radio. 


Figura  4.  Mano  derecha  hendida  y camptodactilia  del  menique.  Mano 
izquierda  con  afalangia  de  los  dedos  indice  y medio  presentado,  además,  el 
pulgar  bifido. 


• 30  (34.1%)  sindactilias,  distribuidas  según  se 
señala  en  la  tabla  111.  13  (14.7%)  de  ellas  eran 
bilaterales,  de  las  que  9 ocurrieron  entre  el  3°  y 
4°  dedos  y 4 entre  el  4°  y 5°  dedos.  Seis 
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afectaron  a la  mano  derecha  únicamente  y 1 1 a 
la  mano  izquierda;  en  estos  casos  de  afectación 
unilateral  las  sindactilias  ocurrieron  entre  2°  y 
3er  dedos  (2  casos),  3°  y 4°  (3  casos),  4°  y 5° 
(5  casos)  y 2°,  3°  y 4°  dedos  (3  casos).  En 
conjunto, el  53.3%  de  lassindactilias(16casos) 
ocurrieron  entre  el  3°  y 4°  dedos.  Recordemos 
que  esta  es  una  de  las  malformaciones 
congénitas  de  la  mano  más  frecuentes;  se 
admite  que  ocurre  un  caso  entre  cada  2.000- 
3.000  nacimientos. 

En  la  sindactilia  completa  los  dedos  aparecen 
unidos  desde  la  zona  comisural  hasta  su 
extremo  distal  (fig.  5).  En  la  sindactilia 
incompleta  se  tiene  que  ver  la  unión  de  los 
dedos  extendiéndose,  por  lo  menos,  desde  la 
mitad  de  la  falange  proximal  pero  sin  llegara  la 
punta  de  los  dedos  (fig.  5).  Se  donomina 
sindactilia  simple  si  los  dedos  aparecen 


Figura  5.  Mano  izquierda  con  sindactilia  y mano  derecha  con  sindactilia 
incompleta  entre  los  dedos  medio  y anular. 


únicamente  unidos  por  piel;  compleja,  si  existe 
unión  de  partes  esqueléticas,  o también  partes 
blandas  compartidas  (elementos  vasculoner- 
viosos). 

De  todas  las  sindactilias  43%  fueron  bilaterales 
(13  casos)  y 53%  ocurrieron  entre  el  3°  y 4° 
dedos  (16  casos).  36.6%  (11  casos)  eran 
aisladas,  33.3%  (10  casos)  presentaron  otras 
malformaciones  menores  (frecuentemente  cli- 
nodactilias  o sindactilias  en  pies)  y 30%  (9 
casos)  estaban  asociadas  con  otras  anomalías 
más  evidentes  (labio  leporino,  paladar  hendido, 
ectrodactilia  en  pies  o manos,  etc.). 

• Se  revisaron  4 síndromes  de  Poland  (4.5%)  que 
se  asociaron  con  braquisindactilia  e hipoplasia 
de  mano  (fig.  6),  hiperpigmentación  de  encías 
(se  descartó  plumbismo  y enfermedad  de 
Addison),  ectrodactilia  e hipoplasia  de  toda  la 
extremidad  superior,  respectivamente. 

• 2 síndromes  de  Apert  (2.2%)  asociados  con 
ectrosíndactília  y paladar  hendido. 

• dentro  de  los  8 casos  (9.1%)  de  contracturas  de 
los  tejidos  blandos  se  observó  un  dedo  en 
resorte  (1.1%),  6 camptodactilias  (6.8%),  (fig. 
4)  3 de  ellas  bilaterales  y aisladas,  y un  caso 
(1.1%)  de  contractura  del  primer  espacio 


Figura  6.  Braquisindactilia  de  los  dedos  índice,  medio  y anular  e 
hipoplasia  de  la  mano  derecha  correspondientes  a un  caso  de  síndrome  de 
Poland. 


Figura  7.  Clinodactilia  radial  del  dedo  índice  derecho. 


comisural,  con  el  pulgar  ligeramente  hipoplá- 
sico. 

• 10  casos  ( 1 1.3%)  de  deformidades  esqueléticas, 
de  las  que  9 (10.2%)eran  clinodactilias  (un  solo 
caso  bilateral)  (fig.  7),  y un  caso  (1.1%) 
correspondió  a un  sinfalangismo  (articulación 
interfalángica  distal  fusionada  en  los  dedos 
índice  y medio  en  un  paciente  que  además 
presentaba  atrofia  de  la  misma  mano). 

De  39  (44.3%)  duplicaciones,  todas  fueron  polidacti- 
lias;  no  se  apreciaron  dimelias  ulnares  o manos  en 
espejo  (“mirror  hand”),  ni  manos  con  5 dedos 
trifalángicos  (“five -finge red  hand”)  que  son  los  tipos 
más  raros  de  duplicaciones. 

• 15  casos  ( 17%)  de  polidactilias  preaxiales  o pulgares 
bífidos  (fig.  8)  uno  solo  de  ellos  bilateral  y única- 
mente 4 con  malformaciones  secundarias  asociadas 
(frecuentemente  diño  a sindactilias). 

• 24  casos  (27.2%)  de  polidactilias  postaxiales  o 
meñiques  accesorios  (fig.  9),  de  los  que  18  eran 
bilaterales  y de  estos,  12  con  malformaciones  secun- 
darias (frecuentemente  sindactilias  en  manos  y/o 
pies,  clinodactilias,  y en  cuatro  ocasiones  con  poli- 
dactilia  postaxial  en  manos  y pies  simultáneamente). 
En  todos  los  casos  de  polidactilias,  pre  o postaxiales, 
la  causa  que  motivó  la  consulta  fue  la  existencia  del  o 
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Figura  8.  Mano  izquierda  con  polidactilia  preaxial  (pulgar  bíFido), 
sindactilia  incompleta  entre  los  dedos  indice  y medio  y clinocamptodac- 
tilia  del  indice.  En  la  mano  derecha  existe  también  clinocamptodactilia  del 
dedo  índice. 


Figura  9.  Polidactilia  postaxial  bilateral  (meñiques  accesorios). 


de  los  dedos  supernumerarios,  no  acudiendo  casos  de 
malformaciones  más  importantes  a excepción  de  un 
hemangioma  en  el  abdomen  y una  tortícolis 
congénita. 

Llama  la  atención  que,  al  contrario  de  lo  que  suele 
citarse  en  la  mayoría  de  la  bibliografía,  se  ha  observado 
un  mayor  porcentaje  de  polidactilias  ulnares  o postaxia- 
les que  de  radiales  o preaxiales,  siendo  asimismo  muy 
elevado  el  número  de  polidactilias  que  se  han  atendido  en 
relación  al  otro  tipo  de  anomalías. 

Tan  solo  un  caso  de  hipercrecimiento  hemos  encon- 
trado en  la  revisión  ( 1. 1%)  y además  acudió  por  presentar 
gigantismo  de  todo  el  miembro  superior  derecho  con 
contracturas  en  flexión  de  codo  y muñeca  (fig.  10). 

De  hipoplasias  o hipocrecimiento  se  han  recopilado  3 
casos  (3.4%),  dos  asociados  con  otras  anomalías  secun- 
darias (sindactilia  simple,  deformidad  falange  distal  del' 
dedo  anular)  y un  caso  con  síndrome  de  Poland  concomi- 
tante (fig.  6). 

Del  síndrome  de  la  banda  de  constricción  congénita  se 
han  recopilado  6 casos  (6.8%),  (fig.  II),  a.sociados  a 
sindactilia  en  dos  ocasiones,  ectrosindactilia  en  otras  dos 


Figura  10.  Gigantismo  de  la  extremidad  superior  derecha.  Se  aprecia 
banda  de  constricción  congénita  a nivel  de  la  muñeca  y pulgar  hipoplásico. 


Figura  11.  Mano  derecha  con  sindactilia  completa  entre  meñique  y 
anular,  y con  bandas  anulares  en  la  base  de  los  dedos  indice  y medio.  Mano 
izquierda  con  ectrosindactilia  múltiple. 


y en  una  ocasión  asociado  a un  síndrome  de  Poland  y a un 
síndrome  de  Apert.  Solian  afectar  al  3°  y 4°  dedos  o al  2°  y 
3°;  en  un  caso  solo  afectó  al  tercer  dedo.  En  ninguna 
ocasión  fue  el  motivo  principal  de  la  consulta,  pues 
presentaba  malformaciones  asociadas  más  llamativas. 

No  hemos  podido  estudiar  ningún  caso  de  anormali- 
dades esqueléticas  generalizadas,  que  por  razones  obvias 
acuden  directamente  a un  Servicio  de  Ortopedia. 

Discusión 

Queremos  destacar  que  se  han  revisado  los  casos  que 
llegan  a un  Servicio  de  Cirugía  Plástica;  ello  implica  que 
muchas  anomalías  mínimas,  y a veces  no  tanto,  no  hayan 
sido  contabilizadas,  distorsionándose  con  ello  la  verda- 
dera incidencia  y distribución  porcentual.  En  ocasiones  el 
Pediatra  o el  Generalista  resuelven  problemas  menores, 
como  pueden  ser  una  polidactilia  postaxial  o tranquilizar 
a los  padres  en  casos  de  clinodactilia  leve  o branquidac- 
tilias,  o bien  (por  existir  otras  malformaciones  más 
complejas)  no  se  les  da  mayor  importancia  a las  de  las 
manos.  Lo  ideal  seria  que,  tras  la  exploración  inicial  de 
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todo  neonato,  se  reportasen  y estudiasen  las  anomalías, 
siendo  importante  para  este  fin  que  existiese  un  registro 
de  nacimientos  en  el  que  se  reflejasen  todas  las  malfor- 
maciones por  mínimas  que  fueran,  y un  Departamento 
que  llevase  el  control  para  evitar  la  dispersión  de  estos 
pacientes  por  diferentes  Servicios  de  Pediatría,  Cirugía 
General,  Ortopedia  o Cirugía  Plástica. 

Estos  hechos  Justificarían  la  disparidad  existente  entre 
los  resultados  de  los  grupos  de  trabajo  tradicionalmente 
más  organizados  en  materia  sanitaria  (anglosajones, 
chinos,  etc.)  y los  grupos  latinos,  que  por  diversas  razones 
no  suelen  desenvolverse  en  un  sistema  tan  óptimamente 
organizado. 

Por  otra  parte,  la  nomenclatura  o terminología 
empleada  para  identificar  las  distintas  malformaciones 
no  siempre  es  homogénea  y,  en  otras  ocasiones  la  comple- 
jidad de  algunos  cuadros  malformativos  hace  difícil  su 
clasificación. 

Finalmente,  queremos  resaltar  que  si  bien  hay  dificul- 
tad para  establecer  la  incidencia  y distribución  de  las 
anomalías  congénitas  de  la  mano,  y a veces  incluso  para 
clasificarlas,  hay  que  tratar  de  que  esto  se  lleve  a cabo  ya 
que,  si  no,  resulta  imposible  el  efectuar  comparaciones 
entre  las  diferentes  regiones  o evaluar  los  resultados  de 
los  tratamientos  realizados  en  diferentes  centros. 

Summary:  All  cases  (88)  of  congenital  anomalies  of  the 

hand,  evaluated  at  the  Pediatric  Center,  Plastic  Surgery 
Services,  of  the  Mayagiiez  Medical  Center,  during  the  past 
18  years  were  reviewed.  They  were  classified  and 
distributed  percentagewise,  according  to  the  7 main 
divisions  of  the  Swanson  (1976)  classification.  Additionally, 
they  were  divided  as  isolated  anomalies,  or  as  the  main  or 
secondary  manifestations  of  the  patient  showing  multiple 
congenital  malformations. 

A plea  is  made  to  try  to  establish  in  Puerto  Rico  a 
working  reporting  system  not  only  of  congenital  hand 
anomalies  but  of  all  other  malformations,  as  well.  This 
could  be  the  starting  point  for  the  establishment  of  a 
preventive  medical  service  for  the  ever-growing  congenital 
anomalies  in  our  birth  rate. 


Reconocimiento 

Agradecemos  al  Personal  de  Enfermería  del  Centro  Pediátrico, 
especialmente  a la  Sra.  Toro  y Sra.  Cruz,  y al  Personal  de  Records 
Médicos  del  Centro  Pediátrico  y Centro  Médico  de  Mayagüez  por  su 
colaboración. 
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PROGRAM 
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Arnold  S.  Leonard,  Minneapolis,  Minnesota 
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HYPERDYNAMIC  SEPSIS  DOES  NOT  INHIBIT  HEPATIC 
KETOGENESIS  Alden  P González-Cancel  I,  Morton  T,  Chou  R, 
Cerra  FB.  University  of  Minnesota,  Minneapolis,  Minnesota. 

FLOW  CYTOMETRY  AND  IMMUNOFLUORESCENCE 
STUDIES  OF  LYMPHOCYTES  FROM  MICE  ON  HIGH 
CHOLESTEROL  DIETS  Ayala  D,  Alonso  N,  Echegaray  F, 
Lavergne  J,  Santiago-Delpin  EA.  University  of  Puerto  Rico  and 
San  Juan  VA  Hospital,  San  Juan,  Puerto  Rico. 

OXYGEN  FREE  RADICAL  SCAVENGERS  FOR  RENAL  PRE- 
SERVATION Baron  P,  Casas  C,  Heil  J,  Sutherland  DER. 
University  of  Minnesota,  Minneapolis,  Minnesota. 

MUSCLE  FLAPS  IN  THE  MANAGEMENT  OF  VASCULAR 
GRAFTS  IN  CONTAMINATED  WOUNDS:  AN  EXPERIMENTAL 
STUDY  IN  DOGS  Canario  QM,  Cruz  NI.  University  of  Puerto 
Rico,  Rio  Piedras,  Puerto  Rico, 

THE  EFFECT  OF  TICLOPIDINE  AND  ASPIRIN  ON  PLATELET 
DEPOSITION  AND  GRAFT  PATENCY  OF  SMALL  DIAMETER 
VASCULAR  GRAFTS  Valentin  L,  Sicard  GA,  Freeman  MB, 
Neuberger  S,  Anderson  B.  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri. 

THE  USE  OF  NITROGEN  OUTPUT  TO  CALCULATE  THE 
RESTING  ENERGY  EXPENDITURE  Cardona  E,  Ortiz  V, 
Ramirez-Schon  G.  Mayagiiez  Medical  Center,  Mayaguez,  Puerto 
Rico. 

IMMUNOSUPPRESSION  AND  PANCREAS  TRANSPLANTA- 
TION Prieto  M,  Sutherland  DER,  Fernández-Cruz  L,  Heil  J, 
Najarían  JS.  University  of  Minnesota,  Minneapolis,  Minnesota, 

NECROTIZING  ENTEROCOLITIS  IN  PUERTO  RICO:  LOW 
MORTALITY  RATE  Mora  E,  Avilés  T.  University  of  Puerto  Rico, 
Rio  Piedras,  Puerto  Rico. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  Tbe  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  Initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inoividual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  Is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  Inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUfJ  and  serum 
creatinine  determinations  should  be  made,  especially  in  tbe  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  rela.xants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  shouid  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chiorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphyiaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pahcreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Suuplied;  'Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  100. 
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Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!  '’  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.® 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 
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vasomotor  symptoms 


For  atrophic  vaginitis 
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0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 
Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN<  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  coniugated  estrogens  Vaginal  Cream  In  a nonllguefylng  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  Incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  oi  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  Is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adeguate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 
2,  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  útero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-foid  increased  risk  of  limb  reduction  delects  in  infants  exposed  in  útero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares’ 
urine.  It  contains  estrone,  equilin,  and  17u-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol, 
equilenin.  and  f 7a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae,  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  fhe  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progesfin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  ot  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  t 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia,  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  ot  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  lor  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  Increased  risk  of  thrombosis 
m men  receiving  estrogens  for  prostafic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonlatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  ot  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
oneyear  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc.  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X,  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregabillty. 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance, 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

it  Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  ot  uterine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption;  loss  ot 
scalp  hair;  hirsutism:  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression , chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance,  aggrava- 
tion of  porphyria,  edema;  changes  in  libido 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DDSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  t 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN'  Brand  of  conjugafed  esfroMns  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily  intravaginally  depending  on  the  severity  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
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A 33  years  old  white  primigrávida  comes  to  the 
obstetrical  emergency  room  at  42  weeks  gestation, 
in  labor.  She  gives  no  history  of  any  medical  condition 
and  had  an  unevenfull  prenatal  course.  On  physical 
examination  a fundal  height  of  41  cm,  fetal  heart  rate  of 
142  beats  per  minute,  and  palpable  uterine  contractions 
are  found.  Fetal  position  could  not  be  ascertained  by 
Leopold  maneuvers.  Pelvic  examination  showed  a cervix 
5 cm  dilated  and  well  effaced,  with  a fetus  in  breech 
presentation,  -1  station,  and  intact  membranes. 

While  the  operating  room  was  being  prepared  for  an 
emergency  Cesarean  section,  a real-time  sonographic 
evaluation  was  performed.  This  showed  a single  fetus  in 
incomplete  breech  presentation.  A femur  length  corre- 
lated with  a term  fetus,  but  a biparietal  diameter  (BPD) 
measurement  could  not  be  obtained  and  a fetal  anomaly 
was  suspected.  In  view  of  this;  a Beta  2adrenergic  agonist 
(terbutaline)  was  administered  for  temporary  tocolysis 
while  an  abdominal  X Ray  was  ordered  (see  figure  1). 

The  X ray  confirmed  our  suspicion  of  anencephaly. 
Therefore  labor  was  allowed  to  continue  and  vaginal 
delivery  of  a single  stillborn  anencephalic  female  was 
accomplished  that  weighed  3200  gm  (see  figure  II). 

A congenital  anomaly  in  a fetus  poses  a potential 
failure  in  prenatal  care.  In  general,  open  neural  tube 
defects  (ONTO)  are  an  example  of  congenital  anomalies 
for  which  antenatal  diagnosis  is  posible. 

Alpha  feto  protein  (AFP)  is  elevated  in  association 
with  a variety  of  fetal  anomalies  including  ONTO  (see 
table  1).  AFP  is  a glycoprotein  of  a molecular  weight  of 
70,000  daltons,  synthetized  first  in  the  embrionic  yolk 
sac,  and  later  by  the  fetal  liver  and  gastrointestinal  tract.  ‘ 
It  represents  90%  of  the  fetal  serum  globulins  by  16  weeks 
of  gestation.  In  normal  pregnancies  AFP  gains  access  to 
the  amniotic  fluid  via  fetal  urine,  gastrointestinal 
secretions,  transudation,  and  it  crosses  the  placenta 
readily.  Any  anomaly  in  which  the  normal  covering  of  the 
fetal  skin  is  interrupted  or  in  which  a breakdown  of  the 
feto-maternal  barrier  occurs  may  be  reflected  in  elevated 
maternal  serum  AFP  (MSAFP). 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
Hospital,  University  of  Puerto  Rico  School  of  Medicine,  San  .Juan,  Puerto 
Rico 


Figure  1.  Roentgenogram  of  the  abdomen  showing  a fetus  in  breech 
presentation  with  absence  of  the  skull. 


Normally  MSAFP  rises  gradually  from  8 weeks 
gestation,  reachmga  peak  value  at  30  weeks. ^ Fetal  serum 
and  amniotic  fluid  AFP  concentration  are  highest  at  15 
weeks  and  decrease  afterwards.  Therefore  AFP  level 
interpretation  requires  accurate  knowledge  of  gestational 
age. 

Previous  MSAFP  screening  studies  iir  unselected 
populations  had  been  made  in  the  United  Slates  and 
England;  yielding  a detection  accuracy  of  85  to  88%  for 
anencephaly  and  66  to  69%  for  other  NTD.^  These  studies 
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Figure  2.  Anencaphalic  stillborn  with  rudimentary  cerebral  hemispheres 
and  absence  of  the  overlying  skull. 


have  also  identified  pregnancies  with  elevated  MSAFP 
that  may  be  at  risk,  not  only  for  congenital  anomalies, 
but  for  fetal  growth  retardation  and  perinatal  death. 
Since  the  incidence  of  ONTO  in  the  United  States  is  1 .5  in 
1,000  births,  massive  screening  may  not  be  cost  effective. 

Therefore  many  authors  recommend  limiting  MSAFP 
studies  to  patients  at  risk  (see  table  II).  There  are  other 
investigators  who  have  lost  interest  in  the  serum 
screening  as  a mean  of  detecting  ONTO  and  prefer  high 
resolution  sonography.  This  method  however,  represents 
a higher  cost.  In  some  cases  of  ONTD  sophisticated 
ultrasound  scanning  by  experienced  sonographers  has 
failed  to  detect  the  anatomic  defect,  eventhough  when 
suspected  by  the  presence  of  elevated  MSAFP.  Spina 
bifida  below  the  4th  lumbar  spine  is  also  difficult  to 
detect  sonographically,  and  in  soi  ' case  as  in 
hydrocephaly  detection  before  20  weeki  'ly  difficult . 


TABLE  I 


Conditions  associateed 

with  abnormal  levels  of 

maternal  serum  alpha  feto  protein 

HIGH  LEVELS 

Open  Neural  Tube  Defects 

Skin 

Anencephaly 

Epidermolysis  bullosa 

Spina  bifida 

Cystic  hygroma 

Pilonidal  sinus 

Teratoma 

Encephalocele 

Genetic 

Gastrointestinal 

Turner  syndrome 

Omphalocele 

Trisomy  13 

Gastroschisis 

Other 

Annular  pancreas 

Multiple  pregnancies 

Duodenal  atresia 

Incorrect  gestational  age 

Bowel  obstruction 

Small  for  dates  fetus 

Urinary 

Fetal  hydrops 

Congenital  nephrosis 

Fetal  death 

Obstruction 

Fetal  blood  in  maternal  serum 

Renal  agenesis 

Ectopic  pregnancies 

Polycistic  kidneys 

Chloacal  exthrophy 

LOW  LEVELS 

Trisomy  21 

Insulin  dependent  diabetes 

Obese  mothers 

Incorrect  gestation 

Molar  pregnancy 

Fetal  death 

TABLE  11 

Patients  at  high  risk  for  open  neural  lube  defects 

Positive  family  history 

One  parent  with  NTD 

Previous  infant  with  congenital  anomalies 

Diabetes 

Maternal  age  over  35  years 

Use  of  valproic  acid  (DEPAKENE) 

The  American  College  of  Obstetrics  an  Gynecology 
recommends  that  all  pregnant  patients  should  be 
informed  of  the  availability  of  the  MSAFP  screening 
procedure. “*  The  best  time  for  this  is  between  16  and  18 
weeks  gestation.  Values  greater  than  2.5  multiple  of  the 
median  (MOM)  (above  the  95TH  percentile)^  or  less  than 
0.5  MOM  are  considered  abnormal  and  will  be  found  in 
6%  of  women  tested.  A second  sample  for  .\FP  should  be 
taken  in  patients  with  abnormal  values  1 to  2 weeks  after 
the  initial  test.  Abnormal  results  warrant  careful  high 
resolution  ultrasound  studies  to  detect  multiple  gesta- 
tion, to  establish  a correct  gestational  age,  or  identify  a 
fetal  malformation.  The  following  flow  chart  is  what 
ACOG  at  present  is  recommending  (see  figure  3).'* 

If  MSAFP  is  found  high  and  ultrasound  is  normal  this 
would  be  an  indication  for  amniocc:'"'  levels  of  AFP 
and  acetylcholinesterase,  as  well  as  -.omal  studies 
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Figure  3 

should  be  performed  with  the  aminiotic  fluid,*  since  there 
is  still  a 10  to  15%  chance  of  detecting  a NTD  that  may 
not  be  identify  with  the  current  sonographic  technology. 
Values  of  amniotic  fluid  AFPabove  3 SD  above  the  mean 
for  gestational  age  are  considered  abnormal.  False  eleva- 
tions are  most  commonly  due  to  blood  contamination. 
Acetylcholinesterase  measurement  in  amniotic  fluid  may 
be  helpful  in  distinguishing  spurious  elevations  of  .AFP, 
specially  blood-stained  fluid,^  since  acetilcholinesterase  is 
secreted  into  the  cerebro  spinal  fluid  and  is  elevated  in 
99%  of  infants  with  ONTO.  Amniotic  fluid  chromosonal 
studies  are  indicated  specially  in  patients  over  35  years,  to 
detect  other  associated  anomalies. 

Although  in  twin  pregnacies  AFP  may  be  elevated,  the 
presence  of  a congenital  anomaly  should  be  sought 
specially  if  values  are  above  5 MOM.  Low  MSAFP  values 
(les  that  0.5  MOM)are  usually  related  toincorrect dating, 
maternal  obesity,  insulin  dependant  diabetes.  Downs 
syndrome,  fetal  death,  or  molar  pregnancies. 

In  conclusion,  although  massive  screening  for  MSAFP 
may  not  be  cost  effective  at  present,  serening  of  patients 
at  high  risk  is  indicated;  and  it  is  advised  to  inform 
pregnant  patients  of  the  availability  of  this  test. 
Concomitantly  elevated  amniotic  fluid  acetylcholines- 
terase levels  increase  the  probability  that  elevated 
AFAFP  reflex  a NTD.  A low  MSAFP  is  associated  with 
an  increased  risk  of  Downs  syndrome. 
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Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 

ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 

FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México:  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapatío 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Facultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 

APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  socialde 
apertura  y cierre  del  curso  de  Educación  Médica. 

EXCURSION  POST-CONVENCION:  Excursión  de  7 
dias  “La  Ruta  de  La  Independiencia”  que  nos  llevaráa 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 

CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  100.00 
Médicos  Méxicanos  25.00 

NOTA:  Para  poder  unirse  a la  excursión  será  necesario 
pagar  la  cuota  de  Inscripción. 
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TABLETS/CAPSULES 

Butalbital  50  mg  (Warning  May  be  habil  forming) 
Acetaminophen  325  mg/Caffeme  40  mg 
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FIORINAL*€ 

TABLETS/CAPSULES 
Butalbital  50  mg 
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habit  forming)/ 

Aspirin  325  mg/ 

Caffeine  40  mg 
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tension  headache? 
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side  effects?  “ 


YES 


Easy-to-prescribe, 

nonscheduied  combination?  •“  ^ 


Costs  less? 
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When  treating  tension 
(muscle  contraction)  headache... 


FOREST  PHARMACEUTICALS,  INC. 

Su&9»<)4»fv  o*  Forest  Labe  "ori**  Inc. 
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ESGIC" 

Tablets/Capsules:  Butalbital  50  mg 
(Warning:  May  be  habit  forming)/ 
Acetaminophen  325  mg/Catfeine  40  mg 


Brief  Prescribing  Information: 

DESCRIPTION:  Each  ESGIC  tablet  or  capsule  for  oral 


administration  contains: 

Butalbital' 50  mg 

(isobutylallylbarbituric  acid) 

‘WARNING:  Maybe  habit  forming. 

Acetaminophen 325  mg 

Caffeine  anhydrous 40  mg 


CLINICAL  PHARMACOLOGY:  Pharmacologically,  ESGIC 
combines  the  analgesic  properties  of  acetaminophen- 
caffeine  with  the  anxiolytic  and  muscle  relaxant  properties 
of  butalbital  (isobutylallylbarbituric  acid).  Acetaminophen 
may  be  used  safely  by  most  persons  sensitive  to  aspirin, 

INDICATIONS:  ESGIC  is  indicated  for  the  relief  of  the 
symptom  complex  of  tension  (or  muscle  contraction) 
headache, 

CONTRAINDICATIONS:  Hypersensitivity  to  acetamin- 
ophen, caffeine,  or  barbiturates.  Patients  with  porphyria, 

PRECAUTIONS:  1.  General.  Barbiturates  should  be  ad- 
ministered with  caution,  if  at  all,  to  patients  who  are  men- 
tally depressed,  have  suicidal  tendencies,  or  a history  of 
drug  abuse. 

Elderly  or  debilitated  patients  may  react  to  barbiturates 
with  marked  excitement,  depression,  and  confusion.  In 
some  persons,  barbiturates  repeatedly  produce  excite- 
ment rather  than  depression, 

2.  Drug  Interactions.  Patients  receiving  narcotic  anal- 
gesics, antipsychotics,  antianxiety  agents,  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with  ESGIC 
(Butalbital  50  mg  [WARNING:  May  be  habit  forming]/ 
Acetaminophen  325  mg/Caffeine  40  mg)  may  exhibit 
additive  CNS  depressant  effects. 

DRUGS  EFFECT 

Butalbital  with  Decreased  effect  of  anticoagulant 

coumarin  because  of  increased  metabolism 

anticoagulants  resulting  from  enzyme  induction 

Butalbital  with  tricyclic  Decreased  blood  levels  of  the 
antidepressants  antidepressant 

3.  Usage  in  Pregnancy.  Adequate  studies  have  not  been 
performed  in  animals  to  determine  whether  this  drug  affects 
fertility  in  males  or  females,  hasteratogenic  potential  or 
has  other  adverse  effects  on  the  fetus.  There  are  no  well- 
controlled  studies  in  pregnant  women.  Although  there  is  no 
clearly  defined  risk,  one  cannot  exclude  the  possibility  of 
infrequent  or  subtle  damage  to  the  human  fetus.  ESGIC 
should  be  used  in  pregnant  women  only  when  clearly 
needed. 

4.  Nursing  Mothers.  The  effects  of  ESGIC  on  infants  of 
nursing  mothers  are  not  known.  Barbiturates  are  excreted 
in  the  breast  milk  of  nursing  mothers.  The  serum  levels  in 
infants  are  believed  to  be  insignificant  with  therapeutic  ' 
doses. 

5.  Pediatric  Use.  Safety  and  effectiveness  in  children 
below  the  age  of  12  have  not  been  established. 

ADVERSE  REACTIONS:  The  most  frequent  adverse  reac- 
tions are  drowsiness  and  dizziness.  Less  frequent  adverse 
reactions  are  lightheadedness  and  nausea.  Menial  contu- 
sion or  depression  can  occur  due  to  intolerance  or  over- 
dosage of  butalbital. 

DRUG  ABUSE  AND  DEPENDENCE:  Prolonged  use  of 
barbiturates  can  produce  drug  dependence,  characterized 
by  psychic  dependence  and  tolerance.  The  abuse  liability 
of  ESGIC  is  similar  to  that  of  other  barbiturate-containing 
drug  combinations.  Caution  should  be  exercised  when 
prescribing  medication  for  patients  with  a known  propen- 
sity for  taking  excessive  quantities  of  drugs,  which  is  not 
uncommon  in  patients  with  chronic  tension  headache. 

DOSAGE  AND  ADMINISTRATION:  ORAL:  One  or  two 
tablets  or  capsules  every  four  hours  as  needed.  Do  not 
exceed  six  tablets  or  capsules  per  day. 

HOW  SUPPLIED:  ESGIC  Tablets:  white,  round  com- 
pressed tablet  imprinted  with  ¡S  on  one  side  and  535-11 
on  the  opposite  side.  Supplied  in  bottles  of  100  tablets. 

NDC  #0456-0630-01. 

ESGIC  Capsules:  white,  opaque  capsules  imprinted  with 
Q and  535-12  in  black  print.  Supplied  in  bottles  of  100  cap- 
sules, NDC  #0456-0631-01. 

OVERDOSAGE:  For  full  information  on  symptoms/treat- 
ment of  overdosage,  see  full  prescribing  information. 

CAUTION:  Federal  law  prohibits  dispensing  without  pre- 
scription. 


TWEIVE 

IMPKCABIE 

EXCUSES 

FORNOTGIVIIIG 

BLOOD. 

ill  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9.  I’m  going  out 

of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Nutrición  en  Puerto  Rico:  Progreso 
hacia  ios  Objetivos  Nacionaies  de  Saiud 

para  1990  (Xi) 

José  G.  Rigau-Pérez,  MD.  FAAP‘ 


Resumen:  De  los  diecisiete  objetivos  nacionales  de 

salud  para  1990  referentes  a la  nutrición,  uno  está  aparen- 
temente alcanzado  en  Puerto  Rico  (el  estado  exige  que  los 
cursos  sobre  salud  a nivel  elemental  y secundario  incluyan 
educación  sobre  nutrición).  Seis  objetivos  están  siendo 
perseguidos:  reducir  la  proporción  de  embarazadas  con 
anemia  por  deficiencia  de  hierro  a 3.5%;  eliminar  el  retardo 
del  crecimiento  de  infantes  y niños  a causa  de  dietas 
inadecuadas;  que  la  proporción  de  mujeres  que  lactan  su 
recién  nacido  sea  75%,  y,  a los  seis  meses  de  edad  del  bebé, 
35%;  que  las  etiquetas  de  los  paquetes,  o los  lugares  de 
venta  de  todos  los  alimentos  provean  información  útil  sobre 
calorías  y nutrientes;  que  la  proporción  de  gerentes  de  cafe- 
terías de  empleados  y comedores  escolares  que  aplica  las 
recomendaciones  dietéticas  del  “US  Department  of 
Agriculture”  y el  “US  Department  of  Health  and  Human 
Services”  sea  mayor  de  50%;  y que  haya  un  sistema 
nacional  capaz  de  detectar  problemas  nutricionales  en 
grupos  especiales  de  la  población  y de  proveer  datos  de 
referencia  para  decisiones  de  política  nutricional  nacional. 
No  hay  información  para  evaluar  la  situación  en  Puerto 
Rico  respecto  a los  diez  objetivos  restantes  (la  prevalencia 
de  obesidad  debe  reducirse  a 10%  de  los  hombres  y 17%  de 
las  mujeres;  50%  de  la  población  obesa  debe  haber  adop- 
tado regímenes  apropiados  de  adelgazamiento;  el  nivel 
promedio  de  colesterol  sérico  en  la  población  de  18  a 74 
años  debe  ser  igual  o menor  de  200  mg/dl,  y el  de  losjóvenes 
de  1 a 14  años  debe  ser  igual  o menor  de  150  mg/dl;  la 
ingesta  diaria  promedio  de  sal  en  adultos  debe  ser  menos  de 
3-6  gr;  más  del  75%  de  la  población  debe  ser  capaz  de 
identificar  los  factores  dietéticos  relacionados  con  enfer- 
medad del  corazón,  alta  presión  arterial,  caries  dentales  y 
cáncer;  70%  de  los  adultos  debe  poder  identificar  los  prin- 
cipales alimentos  con  contenido  bajo  en  grasa,  bajo  en 


^''Medica!  rpidemiologisl.  Division  of  l'ieid  Services  Centers  for 
Disease  Control”:  Director.  Division  de  Cpidemiolot’ia.  Departamento  de 
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sodio,  alto  en  calorías,  y buenas  fuentes  de  fibras;  90%  de 
los  adultos  debe  entender  que  para  perder  peso  hay  que 
consumir  alimentos  con  menos  calorías,  o aumentar  la 
actividad  física  o hacer  ambas  cosas;  los  niveles  de  sodio  en 
alimentos  procesados  deben  reducirse  por  20%;  y todas  las 
consultas  rutinarias  del  público  a los  profesionales  de  salud 
deben  incluir  educación  y consejería  sobre  nutrición).  La 
obtención  de  estos  objetivos  en  Puerto  Rico,  al  igual  que  en 
otros  estados,  exige  la  cooperación  de  diversas  instituciones 
gubernamentales,  privadas,  académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  promulgó 
unas  metas  para  el  mejoramiento  de  la  salud  de  los 
habitantes  del  país  en  los  próximos  diez  años/  Este 
artículo  presenta  la  situación  actual  en  Puerto  Rico  de  las 
condiciones  y programas  que  se  mencionan  en  los 
objetivos  nacionales  relacionados  con  la  nutrición.  Las 
metas  de  salud  para  1990  identificaron  los  siguientes 
quince  asuntos  prioritarios:  control  de  la  hipertensión, 
planificación  familiar,  salud  durante  el  embarazo  y el 
primer  año  de  vida,  inmunizaciones,  enfermedades  de 
trasmisión  sexual,  control  de  agentes  tóxicos,  seguridad  y 
salud  ocupacional,  prevención  de  accidentes  y control  de 
lesiones,  fluorización  y salud  dental,  vigilancia  y control 
de  enfermedades  infecciosas,  fumar  y el  deterioro  en  la 
salud,  abuso  de  alcohol  y drogas,  nutrición,  aptitud  fisica 
y ejercicio,  y control  del  estrés  y el  comportamiento 
violento.  Dentro  de  cada  área  se  especificaron  los  objeti- 
vos a alcanzar  para  1990.  Estos  objetivos  (226  en  total), 
planteados  de  manera  mensurable,  se  desarrollaron  en 
consulta  con  más  de  quinientos  expertos  de  los  sectores 
público  y privado,  que  representaban  agencias  de  salud 
federales,  estatales  y locales,  grupos  de  consumidores, 
organizaciones  de  voluntarios  y profesionales  de  salud. 
Las  metas  se  establecieron  tomando  en  cuenta  las  tenden- 
cias actuales  de  factores  pertinentes,  tales  como  cambios 
demográficos,  estilos  de  vida  y la  disponibilidad  de 
fondos,  y detallando  lo  que  se  asumió  ocurriría  con  estos 
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factores  en  la  década  de  1981  a 1990.  La  metas  han  de  al- 
canzarse por  los  esfuerzos  de  toda  la  gama  de  agencias  e 
instituciones  públicas  y privadas,  de  personas  y comuni- 
dades, y no  se  han  establecido  como  una  responsabilidad 
federal.  El  gobierno  federal  se  ve  llamado  a dirigir,  cata- 
lizar y respaldar  un  esfuerzo  colectivo  con  móviles 
locales,  y lleva  a cabo  evaluaciones  periódicas  del  pro- 
greso hacia  estos  objetivos.^’  ^ 

Métodos 

La  metas  aquí  reseñadas  fueron  traducidas  porel  autor 
y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.'  Los  estimados  de  incidencia  mencio- 
nados como  parte  de  la  cita  se  refieren  siempre  a los 
Estados  Unidos.  Cada  meta  se  rotuló  “AA”,  “P”,  o “E’ 
de  acuerdo  con  los  siguientes  criterios:  AA  (aparente- 
mente alcanzada)  si  la  evidencia  disponible  indica  que  el 
estado  de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enfermedad 
o prestación  del  servicio;  I (indocumentada)  si  la 
información  específica  que  estipula  el  objetivo  no  se 
conoce  para  Puerto  Rico. 

Este  artículo  se  limita  a comentar  los  datos  publicados 
o de  fácil  elaboración  respecto  a los  objetivos  nacionales 
relacionados  con  la  nutrición.  Se  citan  informes 
mimeografiados  y comunicaciones  personales  de  oficia- 
les de  agencias  de  salud,  pero  no  se  han  considerado 
estudios  llevados  a cabo  por  estudiantes,  para  llenar 
requisitos  de  cursos  o de  graduación,  pues  usualmente 
son  investigaciones  de  muestras  muy  pequeñas,  que 
producen  conclusiones  de  aplicabilidad  general  cuestio- 
nable. 

Ea  “Muestra  Básica”,  mencionada  en  la  discusión  del 
objetivo  G,  es  un  estudio  continuo  (desde  1963)  de  la 
Oficina  de  Planificación,  Evaluación  y Desarollo  del 
Departamento  de  Salud  de  Puerto  Rico.  Su  propósito  es 
recopilar  datos  sobre  el  estado  de  salud  de  la  población,  y 
los  patrones  de  utilización  de  los  servicios  médico- 
hospitalarios.  Consiste  de  entrevistas  a una  muestra 
representativa  y sistemática  de  la  población,  derivada  de 
la  muestra  seleccionada  por  el  Negociado  de  Estadísticas 
del  Trabajo  del  Departamento  del  Trabajo  y Recursos 
Elumanos  de  la  población  civil  no  institucionalizada  de  la 
isla. 

OBJETIVOS  PARA  1990  O ANTES 

Mejoramiento  del  estado  de  salud 

“El  mejoramiento  del  estado  nutricional  puede  rendir 
menores  tasas  de  mortalidad  infantil,  enfermedad 

á 

cardiovascular,  caries  dentales,  y posiblemente  algunos 
cánceres.  Algunos  objetivos  cuantificados  del  estado  de 
salud  están  especificados  en  las  áreas  prioritarias  de 
Control  de  la  alta  presión  arterial,  Salud  en  el  embarazo  y 
el  primer  año  de  vida,  y Eluorización  y salud  dental.*'’  ^ 
Otros  objetivos  se  especifican  a continuación.  Otros  más 
(particularmente  aquellos  relacionados  a enfermedades 


del  corazón,  y cáncer)  no  se  mencionan  debido  a 
incertidumbre  en  la  cuantificación  de  la  relación  de 
exposición  a enfermedad.” 

a.  “Para  1990,  la  proporción  de  embarazadas  con 
anemia  por  deficiencia  de  hierro  (estimada  por  la 
concentración  de  hemoglobina,  temprano  en  el  embarazo) 
debe  reducirse  a 3.5%.  (En  1978,  la  proporción  fue 
7.7%.)”— P 

Una  encuesta  nutricional  llevada  a cabo  de  julio  a 
noviembre  de  1966  en  una  muestra  representativa  de  la 
población  de  la  isla  entrevistó  877  familias  y llevó  a cabo 
exámenes  de  laboratorio  a 142  de  ellas  (una  submuestra 
representativa  también).  En  esa  submuestra  sólo  hubo  8 
mujeres  embarazadas,  de  19  a 39  años  de  edad,  de  las 
cuales  una  (12.5%)  tenía  hemoglobina  baja,  dos  (25%) 
tenían  hematocrito  bajo  y una  (12.5%)  tenía  baja 
concentración  corpuscular  promedio  de  hemoglobina 
(“MCHC”  — “mean  corpuscular  hemoglobin  concen- 
tration”, en  inglés).^  Es  claro  que,  con  una  muestra  de 
sólo  8 embarazadas,  la  información  sobre  anemia  en  ese 
grupo  es  muy  poco  aplicable  a la  población  general  de 
embarazadas. 

Las  clínicas  de  cuidado  prenatal  del  Departamento  de 
Salud  incluyen  en  la  evaluación  de  las  embarazadas  un 
cernimiento  para  detectar  anemia.  De  acuerdo  a los 
informes  de  las  clínicas  prenatales  en  los  últimos  años,  la 
proporción  de  pruebas  de  niveles  de  hemoglobina  que 
indicaron  anemia  (hemoglobina  menor  de  70%)  fue  20% 
en  1983-84(8,235/42,127),  17%en  1984-85(8,180/49,431) 
y 21%  según  los  datos  parciales  disponibles  para  1985-86 
(9,160/42,801).’  Lamentablemente,  los  informes  que 
rinden  esas  clínicas  no  indican  el  porciento  de  embaraza- 
das en  quienes  se  detecta  anemia,  sino  el  número  de 
resultados  recibidos  de  niveles  de  hemoglobina  y el 
número  de  resultados  con  hemoglobina  menor  de  70%. 

b.  “Para  1990,  el  retardo  del  crecimiento  de  infantes  y 
niños,  causado  por  dietas  inadecuadas,  debe  haberse 
eliminado  como  problema  de  salud  pública  en  los 
Estados  Unidos.  (En  1972-73,  se  estimó  que  10  a 15%  de 
infantes  y niños  de  obreros  migrantes  y algunas 
poblaciones  rurales  pobres  sufrieron  retardo  del  creci- 
miento debido  a insuficiencias  de  la  dieta.)” — P 

El  programa  de  alimentación  suplementaria  para 
mujeres,  infantes  y niños,  conocido  popularmente  por 
sus  siglas  en  inglés  (“WIC” — “Women,  Infants,  and 
Children”)  comenzó  en  Puerto  Rico  en  1974.  Provee 
alimentos  nutricionalmente  adecuados  y educación  en 
nutrición  a mujeres  embarazadas,  madres,  y niños  de 
hasta  5 años  de  edad,  médico-indigentes  o bajo  el  nivel  de 
pobreza  establecido  por  el  “U.S.  Departament  of 
Agriculture”  (USDA)  y que  estén  en  riesgo  nutricional, 
para  mejorar  su  estado  de  salud  durante  ese  período 
crítico  de  crecimiento  y desarrollo.  Los  beneficiarios  de 
WIC  se  evalúan  mediante  entrevistas  con  médicos, 
enfermeras  y especialistas  en  nutrición  y dietética,  y 
exámenes  físicos,  y pruebas  de  hematocrito  o hemoglo- 
bina. Se  les  proveen  actividades  educativas  y alimentos 
suplementarios  de  acuerdo  a su  estado  nutricional  y 
necesidades  dietarias. 

En  1983  el  programa  WIC  estableció  un  sistema 
computarizado  para  procesar  la  información  recogida  de 
sus  clientes.  El  primer  año  completo  para  el  cual  hay 
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datos  es  1985.  De  las  más  de  150,000  visitas  de  niños  de 
hasta  5 años  de  edad  examinados  ese  añoen  toda  la  isla,  el 
1 1.5%  de  las  visitas  demostraban  retardo  del  crecimiento 
lineal  (estatura  para  su  edad  menor  de  la  5a  percentila),  el 
9.2%  estaba  bajo  peso  (peso  para  estatura  menor  de  la 
5a  percentila),  el  12.5%  estaba  sobre  peso  (peso  para 
estatura  mayor  de  la  95a  percentila),  usando  los  datos  de 
referencia  del  “National  Center  for  Health  Statistics”.*’  ^ 
Estos  números  no  son  enteramente  fiables,  pues 
provienen  de  un  sistema  de  vigilancia  que  está  empe- 
zando a producir  informes,  e implantando  procedi- 
mientos para  corregir  errores  y establecer  controles  de 
calidad.  Además,  como  se  señaló  en  el  objetivo  anterior 
para  los  datos  provenientes  de  clinicas  de  cuidado 
prenatal,  tampoco  WIC  rinde  informes  en  términos  del 
porciento  de  pacientes  con  hallazgos  anormales.  Los 
datos  citados  indican  el  número  de  visitas  en  que  se  halló 
un  problema,  y los  niños  con  resultados  anormales  están 
sobre  representados,  pues  harán  más  visitas  que  quienes 
no  demuestran  problemas. 

Una  evaluación  de  los  efectos  del  programa  WIC 
llevada  a cabo  en  1981  revisó  los  expedientes  de  2,903 
clientes  de  43  pueblos  de  la  isla  (cuando  la  clientela  de 
WIC  ascendía  a 34,000  infantes  y niños  en  toda  la  isla). 
La  muestra  se  diseñó  para  examinar  las  diferencias  entre 
la  Región  administrativa  de  Arecibo  (686  sujetos),  la  de 
Bayamón  (1,113)  y las  otras  regiones  (tomadas  en 
conjunto,  1,104  sujetos).  El  revisar  los  expedientes  de  las 
personas  hizo  posible  calcular  las  tasas  de  prevalencia 
usando  como  denominador  las  personas,  no  las  visitas. 
La  prevalencia  de  retardo  del  crecimiento  lineal,  al  entrar 
al  programa,  fue  16.7%  en  Arecibo,  21.1%  en  Bayamón, 
y 18.1%  en  las  otras  regiones.  Las  prevalencias  de  bajo 
peso  (usando  como  umbral  la  10a  percentila)  fueron 
10.0%,  4.6%  y 9.0%,  y las  de  sobre  peso  (considerando  los 
valores  iguales  o mayores  a la  90a  percentila)  fueron 
7.5%,  4.4%  y 7.9%  en  Arecibo,  Bayamón,  y las  otras 
regiones,  respectivamente. Hay  que  recordar  que  la 
fiabilidad  de  estos  estimados  depende  de  la  precisión  con 
que  fueron  hechas  las  medidas  antropométricas.  Al 
momento  de  llevarse  a cabo  la  tesis  citada  el  WIC  todavía 
no  había  establecido  estrictos  controles  de  calidad  para 
los  datos  recogidos  por  su  personal. 

Reducción  de  factores  de  riesgo 

c.  “Para  1990,  la  prevalencia  de  obesidad  significativa 
(120%  del  peso  ’deseado’)  en  la  población  adulta  de 
Estados  Unidos  debe  reducirse  al  10%  de  los  hombres  y 
17%  de  las  mujeres,  sin  causar  perjuicio  nutricional.  (En 
1971-74,  14%  de  los  hombres  adultos  y 24%  de  las 
mujeres  adultas  pesaban  más  del  120%  del  peso 
’deseado’.)” — I 

*Nota;  Este  mismo  objetivo  está  incluido  también  en  el 
área  de  Control  de  la  hipertensión. 

La  prevalencia  de  obesidad  ( 1 20%  del  peso  “standard”) 
en  la  población  puertorriqueña  mayor  de  18  años  en  1966 
era  de  12%  en  los  hombres  y 28%  en  las  mujeres."  No  hay 
estudios  más  recientes  de  la  prevalencia  de  obesidad  en  la 
población  general  de  la  isla.  En  una  muestra  representa- 
tiva de  varones  de  40  a 69  años  de  edad,  examinados  en 
1965,  se  encontró  una  prevalencia  de  obesidad  (peso 
relativo  > 120%)  de  17%  en  los  residentes  de  áreas 


rurales,  y 45%  en  los  residentes  de  áreas  urbanas."  Las 
definiciones  de  obesidad  en  estos  dos  estudios  son  muy 
similares,  pero  no  lo  suficientemente  específicas  como 
para  asegurar  que  son  idénticas.  Además,  ambos  estudios 
son  muy  antiguos.  Los  cambios  en  la  corpulencia  de 
nuestros  ciudadanos  han  sido  puestos  en  evidencia  por 
un  estudio  que  comparó  el  peso  y la  talla  de  estudiantes 
de  escuelas  privadas,  de  edades  de  6 a 18  años,  en  1962  y 
1984.  Se  encontró  una  tendencia  sostenida  a mayores 
tallas  en  todas  las  edades,  acompañada  por  un  aumento 
indeseable  en  el  peso." 

d.  “Para  1990,  50%  de  la  población  obesa  debe  haber 
adoptado  regímenes  de  pérdida  de  peso  que  combinen 
dieta  y actividad  física  en  un  balance  apropiado.  (No  hay 
datos  de  referencia  disponibles.)” — 1 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresa  este  objetivo. 

e.  “Para  1990,  el  nivel  promedio  de  colesterol  sérico  en 
la  población  adulta  de  18  a 74  años  de  edad  debe  estar  en, 
o menos  de,  200  mg/dl.  (En  1971-74,  para  adultos 
varones  y hembras  de  18  a 74  años,  el  nivel  promedio  de 
colesterol  sérico  era  223  mg/dl.  Para  una  muestra  más 
pequeña  de  la  población  en  1972-75,  los  niveles  promedio 
de  colesterol  sérico  fueron  cerca  de  211  mg/dl  para 
varones  de  40-59  años,  y cerca  de  210  mg/dl  para  mujeres 
de  40  a 59  años).” — I (Ver  comentarios  al  próximo 
objetivo.) 

f.  “Para  1990,  el  nivel  promedio  de  colesterol  sérico  en 
jóvenes  de  1 a 14  años  de  edad  debe  estar  en,  o menos  de, 
150  mg/dl.  (En  1971-74,  para  jóvenes  de  1 a 17  años  de 
edad,  el  nivel  promedio  de  colesterol  sérico  era  176 
mg/dl.  Para  una  muestra  más  pequeña  de  la  población  en 
1972-75,  los  niveles  promedio  de  colesterol  sérico  fueron 
cerca  de  160  mg/dl  para  jóvenes  de  10  a 14  años.)” — I 

El  estudio  de  factores  relacionados  con  cardiopatía 
coronaria  en  Puerto  Rico,  comenzado  en  1965,  con  la 
participación  de  casi  diez  mil  varones  de  45  a 64  años  de 
edad,  de  comunidades  urbanas  y rurales  de  la  región 
noreste  del  sistema  estatal  de  servicios  de  salud,  encontró 
que  el  nivel  promedio  de  colesterol  sérico  de  los  residen- 
tes en  zonas  rurales  era  196  mg/dl,  y en  los  residentes  de 
la  zona  urbana,  205  mg/dl."  En  ese  estudio  no  se 
recogieron  datos  similares  sobre  las  mujeres,  ni  sobre  la 
población  de  18  a 44  años  o de  65  a 74  años  de  edad. 
Tampoco  se  ha  llevado  a cabo  desde  entonces  una 
encuesta  abarcadora  para  determinar  niveles  promedio 
de  colesterol  sérico  en  la  población. 

En  diciembre  de  1984  los  “National  Institutes  of 
Health”  convocaron  una  conferencia  para  desarrollo  de 
consenso  para  discutir  el  efecto,  sobre  la  prevención  de 
enfermedades  del  corazón,  de  disminuir  el  colesterol 
sérico.  El  panel  concluyó  que  el  aumento  en  riesgo  de 
enfermedad  cardíaca  comienza  a niveles  de  colesterol 
sérico  de  200  mg/dl  en  personas  de  20  a 29  años, 
220  mg/dl  en  los  de  30  a 39  años,  y 24Q  mg/dl  en  per- 
sonas de  40  años  o mayor  edad." 

g.  “Para  1990,  la  ingesta  diaria  promedio  de  sal  por 
adultos  (medida  por  su  excreción)debe  ser  reducida  a un 
nivel  menor  de  3-6  gramos.  (En  1979,  se  estimaban 
promedios  de  4 a 10  gramos  de  sal.  Un  gramo  de  sal 
provee  aproximadamente  0.4  gramos  de  sodio.)” — I 
*Nota:  Este  mismo  objetivo  está  incluido  también  en  el 
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área  de  control  de  la  hipertensión,  y según  originalmente 
impreso,  se  referia  erróneamente  a la  ingesta  de  sodio.  El 
texto  ha  sido  corregido  recientemente,  para  que  se  refiera 
a la  ingesta  de  sal.'^ 

A la  población  entrevistada  para  la  Muestra  Básica  de 
enero  a septiembre  de  1975  se  le  preguntó  sobre  los 
alimentos  consumidos  diariamente.  A base  de  esas  res- 
puestas, la  ingesta  diaria  promedio  por  persona  para  toda 
las  isla  era  de  4.288  gramos  de  sodio  (el  doble  de  lo  que 
pide  este  objetivo,  de  1.2  a 2.4  gramos  de  sodio).”  Este 
promedio  abarca  todas  las  edades,  y no  incluye  el  sodio 
añadido  a las  comidas  en  su  preparación  y consumo  en  la 
mesa.  El  método  usado  en  esta  encuesta  no  es  el  que  exige 
el  objetivo,  y es  muy  poco  apropiado  para  medir 
verazmente  el  consumo  de  sodio.  La  ingesta  promedio 
citada  sólo  puede  tomarse  como  un  valor  mínimo,  sin 
saber  cuán  cerca  está  del  valor  real. 

h.  “Para  199Ü,  la  proporción  de  mujeres  que  lactan  su 
bebé  al  ser  dadas  de  alta  del  hospital  [después  del  parto] 
debe  aumentarse  a 75%,  y a los  seis  meses  de  edad  [del 
bebé],  a 35%.  (En  1978,  la  proporción  fue  45%  al  alta  del 
hospital,  y 21%  a los  seis  meses  de  edad.)” — P 

Una  encuesta  llevada  a cabo  en  1982  por  “Centers  for 
Diseases  Control”,  “National  Institutes  of  Health”,  y la 
Escuela  de  Salud  Pública  de  la  Universidad  de  Puerto 
Rico,  con  una  muestra  de  3,175  mujeres  de  toda  la  isla 
determinó  que  el  40%  de  las  entrevistadas  de  1 5 a 44  años 
había  lactado  su  más  reciente  criatura,  y que  la  duración 
promedio  de  la  lactancia  fue  tres  meses.  El  46%  de  las 
mujeres  con  educación  más  allá  de  escuela  superior  lactó 
su  criatura,  con  una  duración  promedio  de  lactancia  de 
2.6  meses.  El  35%  de  las  mujeres  que  no  habían 
completado  escuela  superior  alimentó  su  más  reciente 
criatura  por  lactancia,  por  un  período  promedio  de 
cuatro  meses. 

Mayor  concientización  pública  y profesional 

i.  “Para  1990,  la  proporción  de  la  población  capaz  de 
identificar  los  principales  factores  dietéticos  que  se 
conoce,  o se  sospecha  fuertemente,  están  relacionados  a 
enfermedad,  debe  exceder  75%  para  cada  una  de  las  siguien- 
tes enfermedades:  enfermedad  del  corazón,  alta  presión 
arterial,  caries  dentales,  y cáncer.  (Casi  no  hay  datos  de 
referencia  disponibles.  Cerca  del  12%  de  los  adultos  están 
conscientes  de  la  relación  entre  la  alta  presión  arterial  y el 
consumo  de  sodio.)” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresan  éste  y los  próximos  dos  objetivos. 

j.  “Para  1990,  70%  de  los  adultos  debe  poder  identi- 
ficar los  principales  alimentos  con  contenido  bajo  en 
grasa,  bajo  en  sodio,  alto  en  calorías  y buenas  fuentes  de 
fibra.  (No  hay  datos  de  referencia  disponibles.)” — I 

k.  “Para  1990,  90%  de  los  adultos  debe  entender  que 
para  perder  peso,  las  personas  tienen  que  consumir 
alimentos  con  menos  calorías,  o aumentar  la  actividad 
fisica,  o llevar  a cabo  ambas  actividades.  (No  hay  datos 
referencia  disponibles.)” — I 

Mejoramiento  de  los  servicios  y la  protección 

l.  “Para  1990,  las  etiquetas  de  todos  los  alimentos 
empacados  deben  contener  información  útil  sobre  calo- 


rías y nutrientes  para  permitir  a los  consumidores 
seleccionar  dietas  que  promueven  y protegen  la  buena 
salud.  Esta  informacióndebe  serexhibida  también  donde 
se  obtengan  o compren  alimentos  no  empacados.” — P 

Este  objetivo  es  muy  parecido  al  objetivo  G del  área  de 
Control  de  la  hipertensión,  que  pide  que  para  1985,  al 
menos  50%  de  los  alimentos  procesados  vendidos  en  los 
colmados  deben  estar  rotulados  para  informar  al  consu- 
midor el  contenido  de  sodio  y calorías,  utilizando 
términos  comprensibles,  estandarizados  y cuantitativos. 
La  mayoría  de  los  alimentos  procesados  consumidos  en 
Puerto  Rico  son  importados  de  los  Estados  Unidos.  Por 
lo  tanto,  la  rotulación  de  estos  productos  depende  de 
incentivos  o legislación  al  respecto  en  el  continente. 
“Food  and  Drug  Administration”  estableció  reglamen- 
tos que  entraron  en  vigor  el  1ro  de  julio  de  1986,  y espe- 
cifican a los  productores  la  manera  de  presentar  el 
contenido  de  calorías,  nutrientes  y sodio  de  los  productos 
alimenticios  que  llevan  etiquetas  señalando  su  valor 
nutritivo.”’  Estas  ordenanzas  resultarán  en  la  rotu- 
lación de  aproximadamente  la  mitad  de  los  alimentos 
procesados.^'  Al  momento  no  hay  legislación  local  res- 
pecto a señalar  el  contenido  de  sodio,  nutrientes,  y calo- 
rías en  las  etiquetas  de  los  alimentos  procesados  en 
Puerto  Rico. 

m.  “Para  1990,  los  niveles  de  sodio  en  alimentos  pro- 
cesados deben  reducirse  por  20%  de  sus  actuales  niveles. 
(No  hay  datos  de  referencia  disponibles.)” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresa  este  objetivo. 

n.  “Para  1985,  la  proporción  de  gerentes  de  cafeterías 
de  empleados  y comedores  escolares  que  estén  conscien- 
tes de,  y activamente  promuevan,  las  recomendaciones 
dietéticas  de  “U.S.  Department  of  Agriculture”  y 
“Department  of  Health  and  Human  Services”,  debe  ser 
mayor  de  50%. ” — P 

No  hay  información  sobre  cuántos  gerentes  de 
cafeterías  de  empleados  siguen  las  (para  ellos  opcionales) 
guías  nutricionales  del  gobierno  federal.  El  Programa  de 
Comedores  Escolares  del  Departamento  de  Instrucción 
Pública  (DIP)  supervisa  el  funcionamiento  de  comedores 
en  los  centros  de  cuidado  diurno  mantenidos  por  agen- 
cias estatales  o municipales,  centros  del  programa  “Head 
Start”,  2,565  escuelas  públicas  y 192  escuelas  privadas  en 
Puerto  Rico  (es  decir,  todas  las  escuelas  públicas  de  la 
isla,  aproximadamente  3 1%  de  las  privadas,  y el  87%  del 
total  de  escuelas).  El  programa  devenga  la  mayoría  de  su 
presupuesto  de  fondos  federales  (USDA),  y se  rige  por 
guías  nutricionales  del  propio  USDA.^^’  El  sistema  de 
comedores  escolares  está  estructurado,  como  el  resto  de 
los  programas  del  DIP,  en  7 regiones,  con  sus 
correspondientes  distritos.  En  cada  distrito  hay  supervi- 
sores de  comedores  escolares,  que  con  nutricionistas  a 
nivel  central  y regional  evalúan  y entrenan  el  personal 
local.  Los  menus  se  determinan  a nivel  central.  El 
personal  local  tiene  flexibilidad  en  cuanto  a la 
condimentación  de  los  platos,  pero  recibe  entrenamiento 
para  evitar  el  uso  excesivo  de  sal  y grasa. 

o.  “Para  1990,  todos  los  estados  deben  incluir 
educación  sobre  nutrición  como  parte  compulsoria  de  la 
educación  abarcadora  sobre  salud  en  escuelas  de  nivel 
elemental  y secundario.  (En  1979,  sólo  lOestados exigían 
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un  contenido  medular  de  nutrición  en  la  educación  sobre 
salud  provista  en  las  escuelas.)” — AA 

En  las  escuelas  públicas  de  Puerto  Rico  los  currículos 
de  ciencias  de  primero  a octavo  grado  incluyen  obligato- 
riamente temas  de  nutrición.  En  escuela  superior  se 
cubren  esos  temas  en  la  clase  (requisito  de  graduación)  de 
biología,  y en  electivas  sobre  economía  doméstica  o salud 
(curso  que  toma  la  mayoría  de  los  estudiantes).  El  DIP 
exige  a las  escuelas  privadas  acreditadas  incluir  concep- 
tos de  nutrición  en  los  currículos  de  escuela  elemental, 
intermedia  y superior. 

p.  “Para  1990,  virtualmente  todas  las  consultas 
rutinarias  del  público  a los  profesionales  de  salud  deben 
incluir  algo  de  consejería  y educación  sobre  nutrición. 
(No  hay  datos  de  referencia  disponibles.)” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresa  este  objetivo.  La  educación  sobre  nutri- 
ción no  se  lleva  a cabo  sólo  en  oficinas  de  médicos  y nutri- 
cionistas.  En  Puerto  Rico  esta  consejería  está  incluida  en 
los  servicios  de  salud  a nivel  público.  Casi  todos  los 
Centros  de  Diagnóstico  y Tratamiento  tienen  una  nutri- 
cionista  que  provee  asesoría  individual  (a  pacientes)  y 
grupal  (a  grupos  de  pacientes,  familiares,  y comunidades). 
Hay  además  programas  de  capacitación  de  comunidad, 
como  el  Programa  Educativo  en  Alimentos  y Nutrición 
(PEAN),  adscrito  al  Programa  de  Economía  del  Hogar 
del  Servicio  de  Extensión  Agrícola  (Recinto  Universitario 
de  Mayagüez  - RUM  - Universidad  de  Puerto  Rico 
— UPR).  Este  programa  adiestra,  en  sus  hogares,  amas  de 
casa  de  ingresos  limitados,  principalmente  aquellas  que 
reciben  cheques  para  alimentos  y que  tienen  niños 
pequeños,  para  ayudarlas  a mejorar  la  dieta  familiar  y 
conseguir  una  nutrición  adecuada. 

Mejoramiento  en  los  sistemas  de  vigilancia  y evaluación 

q.  “Antes  de  1990,  un  sistema  nacional,  abarcador, 
para  vigilancia  del  estado  nutricional  [de  la  población] 
debe  tener  la  capacidad  de  detectar  problemas  nutricio- 
nales  en  grupos  especiales  de  la  población,  tanto  como  de 
obtener  datos  de  referencia  para  decisiones  de  política 
nutricional  nacional.” — P 

Puerto  Rico  participa  desde  1984  en  un  programa  de 
vigilancia  epidemiológica  sobre  el  estado  nutricional  de 
la  población  infantil,  el  “Pediatric  Nutrition  Surveillance 
System”  (PNSS).  El  PNSS  fue  establecido  en  1974  para 
vigilar  el  crecimiento  y estado  hematológico  de  niños  de 
familias  de  bajos  ingresos  que  participaran  en  programas 
como  WIC,  “Early  Periodic  Screening,  Detection,  and 
Treatment”  (EPSDT),  y clínicas  públicas  de  salud 
infantil  y materna.  El  número  de  jurisdicciones  partici- 
pantes en  el  sistema  de  vigilancia  ha  aumentado  de  cinco 
en  1 974  a 34  en  1 986.^^  La  participación  de  Puerto  Rico  es 
a través  de  los  datos  recogidos  en  el  programa  WIC,  que 
se  citaron  en  la  discusión  del  objetivo  B. 

Discusión 

El  mejoramiento  del  estado  nutricional  de  la  población 
ha  sido  uno  de  los  grandes  éxitos  de  la  sociedad  puerto- 
rriqueña del  siglo  veinte,  y está  ampliamente  documen- 
tado.Los  problemas  modernos  de  nutrición  en 
Puerto  Rico  no  están  relacionados  con  la  disponibilidad 
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general  de  alimentos,  sino  a factores  tales  como  el  nivel 
económico  y educacional  de  los  consumidores  y el 
mercadeo  y la  distribución  adecuada  de  los  productos  a 
los  distintos  grupos  de  la  población.^'  En  la  década 
pasada  se  llevaron  a cabo  dos  estudios  sobre  patrones  de 
consumo  de  alimentos  en  la  isla.  En  1977  y 1978  la 
Estación  Experimental  Agrícola  (RUM,  UPR)  encuestó 
una  muestra  de  848  familias  de  entre  todas  las  familias  de 
la  isla,  sobre  la  demanda  y el  consumo  de  alimentos  por  la 
familia  como  unidad  consumidora.^^  En  1977  el  USDA 
incluyó  por  primera  vez  a Puerto  Rico  en  la  encuesta 
periódica  de  consumo  de  alimentos  en  Estados  Unidos. 
El  estudio  se  llevó  a cabo  de  julio  a diciembre  de  1977.  La 
información  sobre  consumo  de  alimentos  por  familia  se 
obtuvo  de  una  muestra  representativa  de  2,967  de  las 
familias  de  la  isla.  Entrevistas  a 7,800  personas  de  esas 
familias  proveyeron  la  información  sobre  el  consumo 
individual  de  alimentos  en  24  horas. “ Uno  de  los 
hallazgos  sobresalientes  de  ese  estudio  se  relaciona  con  el 
objetivo  A presentado  en  este  artículo,  pues  se  encontró 
que  el  contenido  de  hierro  en  la  dieta  de  las  mujeres 
adolescentes  y adultas  de  la  isla  era  muy  deficiente.^*'  La 
repetición  de  este  estudio  en  1984  no  recogió  información 
sobre  consumo  individual,  pero  encontró  que  la  calidad 
general  de  las  dietas  era  alta,  tanto  en  1977  como  en 
1984.^^  En  los  últimos  diez  años  los  sistemas  de 
distribución  de  alimentos  han  sufrido  grandes  cambios 
en  Puerto  Rico,  con  la  instauración  de  nuevas  modali- 
dades de  comercios,  la  implantación  de  sistemas  de 
asistencia  nutricional  en  distintas  formas  (por  ejemplo, 
WIC  y los  distintos  avalares  de  los  “cupones”  y cheques 
de  alimentos)  y los  cambios  en  gustos  y rutinas  familiares, 
propiciando  el  comer  fuera  de  casa  en  cafeterías  o 
establecimientos  de  servicio  rápido  (“fast  food  restaurants”) 
y menús  limitados  a pollo,  pizza  o hamburguesas.^^’  ” A 
pesar  de  estos  cambios  en  las  prácticas  nutricionalesde  la 
isla,  y de  que  la  evaluación  más  exacta  del  estado 
nutricional  de  una  población  resulta  de  encuestas 
seriadas  que  incluyan  exámenes  clínicos,  antropométri- 
cos y bioquímicos,  no  se  han  llevado  a cabo  estudios 
abarcadores  del  estado  nutricional  de  los  puertorrique- 
ños en  los  últimos  veinte  años.^* 

De  los  diecisiete  objetivos  nacionales  de  salud  para 
1990  referentes  a la  nutrición,  uno  está  aparentemente 
alcanzado  en  Puerto  Rico  (el  estado  exige  que  los  cursos 
sobre  salud  a nivel  elemental  y secundario  incluyan  edu- 
cación sobre  nutrición).  Seis  objetivos  están  siendo  perse- 
guidos: reducir  la  proporción  de  embarazadas  con 
anemia  por  deficiencia  de  hierro  a 3.5%;  eliminar  el 
retardo  del  crecimiento  de  infantes  y niños  a causa  de 
dietas  inadecuadas;  que  la  proporción  de  mujeres  que 
lactan  su  recién  nacido  sea  75%,  y,  a los  seis  meses  de 
edad  del  bebé,  35%;  que  las  etiquetas  de  los  paquetes,  o 
los  lugares  de  venta  de  todos  los  ali  mentos  provean  infor- 
mación útil  sobre  calorías  y nutrientes;  que  la  proporción 
de  gerentes  de  cafeterías  de  empleados  y comedores 
escolares  que  aplica  las  recomendaciones  dietéticas  del 
USDA  y el  “US  Department  of  Health  and  Human 
Services”  sea  mayor  de  50%;  y que  haya  un  sistema 
nacional  capaz  de  detectar  problemas  nutricionales  en 
grupos  especiales  de  la  población  y de  proveer  datos  de 
referencia  para  decisiones  de  política  nutricional  nacio- 
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nal.  No  hay  información  para  evaluar  la  situación  en 
Puerto  Rico  respecto  a los  diez  objetivos  restantes  (la 
prevalencia  de  obesidad  debe  reducirse  a 10%  de  los 
hombres  y 1 7%  de  las  mujeres;  50% de  la  población  obesa 
debe  haber  adoptado  regímenes  apropiados  de  adelgaza- 
miento; el  nivel  promedio  de  colesterol  sérico  en  la  pobla- 
ción de  18a  74  años  debe  ser  igual  o menor  de  200  mg/dl, 
y el  de  los  jóvenes  de  1 a Maños  debe  ser  igual  o menor  de 
150  mg/dl;  la  ingesta  diaria  promedio  de  sal  en  adultos 
debe  ser  menos  de  3-6  gr;  más  del  75%  de  la  población 
debe  ser  capaz  de  identificar  los  factores  dietéticos  rela- 
cionados con  enfermedad  del  corazón,  alta  presión 
arterial,  caries  dentales  y cáncer;  70%  de  los  adultos  debe 
poder  identificar  los  principales  alimentos  con  contenido 
bajo  en  grasa,  bajo  en  sodio,  alto  en  calorías,  y buenas 
fuentes  de  fibras;  90%  de  los  adultos  debe  entender  que 
para  perder  peso  hay  que  consumir  alimentos  con  menos 
calorías,  o aumentar  la  actividad  física  o hacer  ambas 
cosas;  los  niveles  de  sodio  en  alimentos  procesados  deben 
reducirse  por  20%;  y todas  las  consultas  rutinarias  del 
público  a los  profesionales  de  salud  deben  incluir 
educación  y consejería  sobre  nutrición). 

Aunque  Puerto  Rico  no  cuenta  con  autosuficiencia 
agrícola,  la  escasez  de  alimentos  no  es  un  problema  para 
la  inmensa  mayoría  de  su  población.  (“Este  es  un  pueblo 
que  no  tiene  hambre”,  aducía  un  funcionario  del 
Programa  de  Comedores  Escolares  para  explicar  por  qué 
algunos  estudiantes  apenas  probaban  los  almuerzos  que 
se  les  suministraban  y preferían  las  golosinas).  El  hambre 
no  es  una  amenaza  para  el  país  en  las  circunstancias 
actuales,  pero  la  población  vive  muy  pendiente  de  los 
asuntos  nutricionales,  contando  calorías,  poniéndose  a 
dieta  y comprando  suplementos  vitamínicos.  Los 
problemas  actuales  de  nutrición  de  nuestros  ciudadanos 
se  refieren,  no  a conseguir  los  alimentos  necesarios  para 
mantener  el  crecimiento  y la  actividad  del  cuerpo,  sino  a 
la  ingesta  adecuada  de  nutrientes  para  prevenir  y paliar 
enfermedades  crónicas,  como  hipertensión  arterial, 
diabetes,  enfermedad  cardiovascular  y cáncer  (las 
principales  causas  de  muerte  en  Puerto  Rico). 


Abstract:  Of  the  seventeen  national  health  objectives 

for  1990  alluding  to  nutrition,  one  has  apparently  been 
achieved  in  Puerto  Rico:  the  state  requires  nutrition 
education  as  part  of  school  health  education  at  elementary 
and  secondary  levels.  Six  objectives  are  being  pursued  (the 
proportion  of  pregnant  women  with  iron  deficiency  anemia 
should  be  reduced  to  3.5%;  growth  retardation  of  infants 
and  children  caused  by  inadequates  diets  should  be 
eliminated;  the  proportion  of  women  who  breastfeed  their 
babies  at  hospital  discharge  should  be  increased  to  75%  and 
35%  at  six  months  of  age;  the  labels  of  all  packaged  foods, 
or  the  displays  where  nonpackaged  food  are  obtained, 
should  contain  useful  calorie  and  nutrient  information;  the 
proportion  of  employee  and  school  cafeteria  managers 
who  apply  the  dietary  guidelines  of  the  US  Departments  of 
Agriculture  and  Health  and  Human  Services  should  be 
greater  than  50%;  and  a national  nutrition  status  monitor- 
ing system  should  have  the  capability  for  detecting 
nutritional  problems  in  special  population  groups,  and  for 


obtaining  baseline  data  for  decisions  on  national  nutrition 
policy).  There  is  no  information  to  evaluate  the  situation  in 
Puerto  Rico  regarding  the  remaining  ten  objectives  (the 
prevalence  of  significant  overweight  should  be  decreased  to 
10%  of  men  and  17%  of  women;  50%  of  the  overweight 
population  should  have  adopted  appropriate  weight  loss 
regimens;  the  mean  serum  cholesterol  level  in  the  popula- 
tion aged  18  to  74  should  be  at  or  below  200  mg/dl,  and  in 
children  aged  1 to  14,  it  should  be  at  or  below  150  mg/dl; 
the  average  daily  salt  ingestion  by  adults  should  be  reduced 
to  3-6  gr;  more  than  75%  of  the  population  should  be  able  to 
identify  the  principal  dietary  factors  related  to  heart 
disease,  high  blood  pressure,  dental  caries,  and  cancer;  70% 
of  adults  should  be  able  to  identify  the  major  foods  which 
are  low  in  fat  content,  low  in  sodium  content,  high  in 
calories,  good  sources  of  fiber;  90%  of  adults  should 
understand  that  to  lose  weight  people  must  either  consume 
foods  that  contain  fewer  calories  or  increase  physical 
activity,  or  both;  sodium  levels  in  processed  foods  should  be 
reduced  by  20%;  all  routine  contacts  with  health 
professionals  should  include  some  element  of  nutrition 
education  and  counseling).  The  achievement  of  these 
objectives  in  Puerto  Rico,  as  in  other  states,  requires  the 
cooperation  of  many  governmental,  private,  academic  and 
voluntary  institutions. 
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How  you  live 
may  save  your  life 


You  may  find  it  surprising  that  up  to  60%  ot  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning.  , 

Please  support  the  Ajnerican  Cancer  Society.  » society* 
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A successful  bank 
is  an  essential  partner 
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In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequai  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 


BANCO  EE  PONC€ 

Un  poso  adelante...  ¡siempre! 

Member  F.D.I.C.  and  Federal  Reserve  System 
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Lethal  Midline  Granuloma  — A Specific 
Clinicopathological  Entity 
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Jorge  L.  Sánchez,  MD 


Abstract:  This  is  a report  of  a 32-year-old  patient  who 

presented  clinically  with  swelling  of  the  right  side  of  face, 
ulceration  of  the  right  nasal  mucosa  and  histologically  with 
an  atypical  mononuclear  cell  infíltrate  admixed  with  areas  of 
necrosis  which  was  diagnosed  as  lethal  midline  granuloma. 
Monoclonal  antibodies  studies  suggested  an  inflammatory 
infiltrate.  The  nosology  of  this  entity  and  its  relation  with 
other  destructive  lesions  of  the  mid-facial  structures  are 
discussed. 

A disease  characterized  clinically  by  progressive, 
destructive  ulceration  of  the  mid-facial  structures 
and  pathologically  by  a variety  of  presentations  is 
generally  referred  to  in  the  American  medical  literature 
as  lethal  midline  granuloma  (LMG).  It  has  been  reported 
under  a considerable  number  of  different  names  in  both 
the  American  and  European  literature,  including 
granuloma  gangrenescens’  midline  malignant  reticulosis^ 
and  polymorphic  reticulosis,^  on  the  basis  of  clinical  or 
clinicopathologic  criteria.''  In  1982,  Tsoko,  Fauci  and 
Costa*  first  used  the  term  “midline  granuloma  syndrome” 
to  encompass  a number  of  specific  entities  characterized 
by  progressive  destruction  of  the  upper  respiratory  tract. 
It  is  the  purpose  of  this  report  to  present  a representative 
case  of  this  entity,  review  the  literature,  and  to  define  its 
salient  features  in  relation  to  other  conditions  which 
present  as  tumorous  or  destructive  lesions  of  the  nose. 

Case  Report 

The  patient  is  a 32-year-old  male  who  was  in  good 
health  until  January  1984  when  he  developed  nasal  stuf- 
finess with  a watery  discharge  followed  by  edema  of  the 
right  side  of  the  nose,  fever,  and  a tissue  growth  which 
protruded  through  his  right  nostril.  A biopsy  from  the 
protruding  tissue  was  reported  as  acute  and  chronic 
inflammation.  He  was  treated  with  antibiotics  and 
became  afebrile  but  the  swelling  of  the  nose  progressed  to 
involve  the  right  cheek  and  eyelids.  Examination  at  this 


Department  of  Dermatology,  University  of  Puerto  Rico,  School  of 
Medicine,  San  Juan,  Puerto  Rico 
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time  disclosed  tissue  destruction  of  the  right  malar  area 
with  displacement  of  the  nasal  septum  to  the  left  and 
ulceration  of  the  septal  cartilage  down  to  the  bone. 
Another  biopsy  was  again  reported  as  acute  and  chronic 
inflammation.  Recurrence  of  the  fever  was  abated  with 
systemic  antibiotics,  but  there  was  no  change  in  physical 
findings.  He  was  then  referred  to  our  clinics  in 
consultation. 

Physical  examination  revealed  an  alert,  cooperative 
man  with  normal  vital  signs  who  showed  edema  and 
erythema  on  the  right  periorbital  and  facial  regions 
(Fig.  1).  There  was  ulceration  and  edema  of  the  right 
nasal  mucosa  with  deviation  of  the  nasal  septum  to  the 
left  with  a serosanguinous  discharge.  The  lungs  were 
clear  to  auscultation  and  there  was  no  hepatosplenome- 
galy  or  palpable  lymph  nodes. 


Figure  1 . Edema  and  erythema  of  the  right  periorbital  and  facial  regions. 
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Laboratory  and  special  studies  which  were  negative  or 
within  normal  limits  included:  complete  blood  count, 
erythrocyte  sedimentation  rate,  serologic  test  for  syphilis , 
antinuclear  antibodies,  rheumatoid  factor,  LE  cell  prepa- 
ration, serum  protein  electrophoresis,  PPD  skin  test, 
serum  electrolytes,  alkaline  phosphatase,  lactic  dehy- 
drogenase, transaminases,  blood  urea  nitrogen,  uric  acid, 
creatinine,  bilirubin,  cholesterol,  blood  glucose,  urina- 
lysis, tissue  cultures  for  bacteria  fungi  and  mycobacteria 
as  well  as  routine,  chest  roentgenogram,  abdominal  and 
pelvic  computerized  tomographic  scans,  and  bone 
marrow  smear  and  biopsy.  A maxillary  computerized 
tomographic  scan  showed  soft  tissue  swelling  of  the  right 
ala  nasae,  lower  palpebral  area,  cheek  and  inferior 
turbinate  areas  with  associated  mucoperiosteal  thicken- 
ing of  the  maxillary  antrum.  There  was  no  evidence  of 
bone  destruction. 

Histopathology 

A deep  wedge  biopsy  from  the  right  perinasal  skin  area 
showed  a dense  and  diffuse  cellular  infiltrate  of  large 
atypical  mononuclear  cells  with  vesiculated  nuclei  and 
prominent  nucleoli,  admixed  with  areas  of  necrosis  with 
polymorphonuclear  leukocytes,  histiocytes  and  few 
mature  lymphocytes  (Fig.  2).  Many  of  the  cells  were 
lysozyme  positive. 


Figure  2.  Diffuse  cellular  infiltrate  of  large  atypical  mononuclear  with 
vesiculated  nuclei  and  prominent  nucleoli. 


Mononuclear  antibody  studies  done  a frozen  skin 
biopsy  showed  that  cells  which  were  positive  for  Leu-1 
(Pan  T cell  antibody)  composed  65%  of  the  population  of 
mononuclear  cells  present  in  the  upper  and  mid  dermis. 
Leu-2a  (suppressor  T cells)  and  OKT4  (inducer  Helper 
T cell)  were  30%  each  of  this  population.  B antibody 
(B-cells)  and  OKT-6  (Langerhan’s  cells)  positive  cells 
constituted  less  than  10%  of  the  inflammatory  infiltrate 
and  approximately  35%  of  the  infiltrate  was  positive  for 
OKMl  antibodies  (monocytes  and  null  cells). 

TTie  patient  was  treated  with  X-radiation  consisting  of 
a total  3940  rads  divided  in  22  fractions,  followed  by 
chemotherapy  with  cytoxan,  oncovin  and  adriamycin. 
The  facial  and  nasal  edema  and  erythema  disappeared 
and  the  ulceration  healed.  Nine  months  after  comple- 
tion of  the  chemotherapy  the  patient  remained  asympto- 
matic and  without  evidence  of  recurrence. 


Comment 

The  first  report  of  this  disease  appeared  in  1897  by 
McBride*  as  a case  of  “rapid  destruction  of  the  nose  and 
face.”  In  1933,  Stewart’  described  three  phases  of  the 
disease  including  a prodrome  of  months  to  years  of 
watery,  serosanguinous  nasal  discharge,  an  active  phase 
with  continued  destruction  of  the  nasal  septum,  palate 
and  antra,  and  a terminal  phase  with  mutilating 
ulceration,  necrosis  and  secondary  infection  of  the 
midfacial  and  adjacent  structures.  The  patient  died  of 
inanition,  hemorrhage  or  sepsis.  Numerous  case  reports 
and  reviews  of  the  condition  have  presented  the  disease  as 
a new  neoplasm,  an  atypical  neoplasm,  an  inflammatory 
or  immunological  phenomenon,  and  even  as  a non- 
entity. In  1954,  Goldman  and  Churg’  presented  a case 
with  a similar  clinical  picture  who  in  addition  presented 
arteritis  and  nephritis.  Since  then  the  most  accepted  view 
is  that  this  type  is  a manifestation  of  Wegener’s  Granulo- 
matosis.‘°,  “ In  1959,  Walton’’  reported  three  personal 
cases  and  31  obtained  from  the  literature  whichpresented 
clinically  as  non-healing  granulomata  of  the  nose  where  as 
the  autopsies  did  not  reveal  any  primary  systemic  involve- 
ment. In  the  majority  of  cases,  the  patients  died  of 
pulmonary  or  cerebral  infection,  hemorrhage  or  exhaus- 
tion. He  stated  that  “under  the  various  titles  which  for 
most  readers  have  been  virtually  synonymous,  there  have 
been  described  three  quite  different  and  recognizable 
entities.”  These  were  reticulum  cell  sarcoma,  Wegener’s 
granulomatosis  and  “classical  lethal  midline  granuloma.” 
The  patients  he  described  belonged  to  the  latter  group. 

Eichel  et  al,’  in  1966,  in  a study  of  33  patients  with 
primary  involvement  of  the  nose,  found  that  24  of  these 
had  conventional  lymphoma  of  the  nose  on  histology, 
and  9 had  a polymorphic  histological  picture  including 
cellular  atypia  mixed  with  mature  lymphocytes  and 
inflammatory  cells  along  with  areas  of  necrosis.  These 
authors  introduced  the  term  polymorphic  reticulosis  as  a 
descriptive  morphologic  name  for  these  patients,  many  of 
which  had  systemic  involvement.  Based  on  the  biologic 
behavior  after  therapy,  they  suggested  that  these  lesions 
are  not  lymphomas  but  possibly  a benign  lymphoreti- 
cular  proliferation  or  pseudolymphoma. 

Fechner  and  Lamppin”  accepted  the  term  midline 
malignant  reticulosis  on  cases  which  had  a clinical  picture 
of  lethal  midline  granuloma  and  a histological  picture  of 
a distinctive  neoplastic  cellular  infiltrate  that  they  placed 
in  the  category  of  lymphosarcoma. 

McGuirt  and  Rose‘s  in  1976,  did  not  accept  that  a 
diagnosis  of  Wegener’s  granulomatosis,  malignant 
midline  reticulosis  or  lymphoma  could  be  histologically 
distinguished. 

In  1977,  Michaels  and  Gregory’*  reported  a study  of 
the  pathology  of  30  cases  presenting  clinically  with  mid- 
facial tissue  destruction  and  found  10  cases  with  essen- 
tially the  same  features,  clinically  and  histologically,  as 
those  of  Eichel  et  al,*  but  they  classified  their  cases  as  a 
malignant  neoplasm,  probably  a histiocytic  lymphoma. 

Tsokos,  Fauci  and  Costa*  described  1 1 similar  cases  in 
1982  and  introduced  the  term  idiopathic  midline  destruc- 
tive disease  (IMDD)  to  include  patients  with  locally 
destructive  lesions  of  the  upper  respiratory  tract  with  no 
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systemic  involvement,  no  atypia  on  biopsy  specimens, 
and  no  evidence  of  infection. 

Clinically,  patients  with  classical  LMG,  so  called 
Stewart  type,'*  present  with  locally  destructive  lesions 
restricted  to  the  upper  respiratory  tract  frequently 
causing  an  ulceration  through  the  soft  tissues  of  the  face 
and  palate.  None  of  these  patients  have  systemic 
involvement  (in  a follow-up  period  of  6 months  to  18 
year;  mean  7.3  years),  except  for  complications  such  as 
pneumonitis  and  meningitis.*  The  absence  of  dissemina- 
tion in  all  patients  even  in  the  presence  of  a long  period  of 
symptoms  before  treatment  (13-72  months)  is  also  a 
distinguishing  factor.  Patients  with  typical  lymphomas  of 
the  nose  more  often  present  a tumor  mass  with  a shorter 
prodrome  of  nasal  obstruction  and  or  discharge.  Patients 
with  Wegener’s  granulomatosis  invariably  have  less 
destruction  of  the  upper  airway  structures,  almost  never 
having  erosion  through  the  skin.  They  have  systemic 
involvement,  namely  of  the  lungs  and  kidneys. 

Histopathologically  LMG  presents  dense  mixed  cel- 
lular infiltrates  with  a variable  amount  of  necrosis  but  no 
atypical  cells  and  no  evidence  of  vasculitis.  Conventional 
lymphomas  present  a more  monomorphic  picture  usually 
with  densely  packed,  uniform,  sheetlike  infiltrations  of 
tumor  cells  of  a well  recognized  class.’’  Proper  identifica- 
tion of  the  tumor  cells  has  become  much  easier  with 
recent  advanced  immunological  and  hibrydoma  derived 
monoclonal  antibodies.  Wegener’s  granulomatosis  pre- 
sents necrotizing  vasculitis  with  thickened  vascular  walls 
exhibiting  a fibrinoid  type  of  necrosis,  areas  of 
granulation  tissue,  giant  cell  granulomas  and  a promi- 
nent inflammatory  cells  infiltrte  with  absence  of  atypia.'’ 

LMG  respond  well  to  high  dose  radiation  therapy  if 
instituted  at  an  yearly  stage  of  the  disease.  In  the  study  by 
Eichel,  Harrison,  Divine  et  al,’  the  five  year  survival  rate 
of  the  patients  with  LMG  was  100%  compared  with  33% 
of  the  patients  with  conventional  lymphomas.  Both 
groups  of  patients  were  treated  equally  with  radiotherapy. 

An  interesting  study  appeared  in  1982  by  Ishii, 
Yamanaka,  Ogawa  et  al,  and  collaborators  who  reported 
six  patients  clinically  diagnosed  as  having  lethal  midline 
granuloma.'®  Histologic  examination  identified  the  cases 
as  malignant  lymphoma  arising  from  the  nasal  cavity, 
showing  the  general  histologic  characteristics  reported 
for  T-cell  lymphoma  derived  from  peripheral  T-cells, 
which  was  confirmed  by  immunologic  studies  of  the  cell- 
surface  markers. 

Aozasa  and  Inoue”  in  1982,  reported  malignant 
histiocytosis  (MH)  presenting  with  the  nasal  complaints 
of  LMG,  but  who  presented  systemic  and  non-tumorous 
proliferations  of  atypical  histiocytes  in  the  autopsy 
findings.  Immunoperoxidase  procedures  confirmed  the 
true  histiocytic  origin  of  the  proliferating  cells  in  sixteen 
cases  and  the  authors  were  thus  able  to  distinguish  them 
from  five  cases  of  nasal  and  paranasal  lymphomas. 

The  nosology  of  LMG  is  uncertain.  It  may  represent  a 
true  clinical  entity  or  a precursor  of  a specific  disease 
process.  Crissman’®  has  suggested  that  lethal  midline 
granuloma  and  lymphomatoid  granulomatosis  may 
represent  different  expressions  of  the  same  disease 
process  on  the  basis  of  similar  histology  and  biologic 
behavior.  A thorough  investigation  of  each  patient  is 


essential  including  serial  biopsies,  special  stains,  immu- 
nocytochemical  studies,  microbiological  cultures  and  a 
complete  systemic  evaluation.  Characterization  of  those 
diseases  presenting  as  destructive  ulceration  of  mid-facial 
structures  in  essential  for  the  most  appropiate  treatment 
of  the  patient  as  well  as  a better  understanding  of  these 
group  of  diseases. 

Resumen:  Se  reporta  un  paciente  varón  de  32  años  de 

edad  con  hinchazón  del  lado  derecho  de  la  cara  y ulceración 
de  la  mucosa  nasal  del  mismo  lado.  Al  examen  histopato- 
lógico  se  demostró  un  infiltrado  de  células  mononucleares 
atípicas  con  áreas  de  necrosis  que  fue  diagnosticado  como 
granuloma  letal  de  la  línea  media.  Estudio  con  anticuerpos 
monoclonales  sugirieron  un  proceso  inflamatorio.  Se  dis- 
cute la  nosología  de  esta  entidad  y su  relación  con  otros  pro- 
cesos centrofaciales  destructivos. 
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Case  Presentation 


Sinus  Node  Dysfunction:  The  Roie  of 
Hypervagotonia  and  its  Treatment 

Roberlo  Fred,  MD, 
Pablo  1.  Altieri,  MD 
José  Martinez  Toro,  MD 
Héctor  Bunchs,  MD 


Resumen:  Dos  pacientes  con  historial  de  mareos  y 

síncope  fueron  evaluados  en  nuestra  institución.  Estudios 
electrofisíológícos  demostraron  valores  normales  para  la 
función  de  los  nódulos  sinusal  y atrio  ventricular. 

Grabaciones  del  Holter  de  24  horas,  electroencefalo- 
grama, tolerancia  de  glucosa  fueron  normales. 

El  diagnóstico  de  disfuncíón  sinusal  por  hypervagotonia 
fue  hecho  y tratado  con  marcapasos  fisiológicos.  Ambos 
han  permanecido  sin  síntomas. 


The  sick  sinus  syndrome  is  a well  defined  syndrome 
which  may  manifest  by  sinus  bradycardia,  sinus 
arrest  or  exit  block,  combinations  of  sinus  arrest  and 
atrio  ventricular  conduction  disturbances,  or  brady- 
cardia tachychardia  syndrome.' 

Recently,  it  has  been  suggested  that  patients  with  this 
syndrome  may  be  categorized  into  three  broad  sub- 
groups:^’ ^ 

1.  Those  with  normal  intrinsic  sinus  and  atrioven- 
tricular node  function  but  with  relative  hyper- 
vagotonia. 

2.  Those  with  intrinsic  disease  whose  sinus  node 
function  is  affected  by  changes  in  autonomic 
nervous  system  tone.. 

3.  Those  with  intrinsic  sinus  node  dysfunction 
unaffected  by  changes  in  the  autonomic  tone. 

The  purpose  of  this  paper  to  describe  our  experience 
with  two  patients  with  signs  and  symptoms  of  sick  sinus 
syndrome,  which  we  classified  as  having  sinus  node 
disturbances  due  to  excessive  vagal  tone. 
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Address  for  reprints:  Pablo  I.  Altieri,  MD.  Box  2.11.14,  University  of 
Puerto  Rico.  Rio  fíedras,  Puerto  Rico  00931 


Case  Reports 

Case  I 

A 30  year  old  male  patient  was  referred  to  our 
institution  because  of  several  episodes  of  syncope.  He 
denied  history  of  any  medications  intake  and  his  physical 
examination  was  normal,  including  a complete  neurolo- 
gical examination.  He  had  a negative  laboratory  work  up 
including  blood  cell  count,  serum  electrolytes,  5 hour 
glucose  tolerance  test  and  an  electroencephalogram. 

The  patient  was  admitted  to  the  coronary  care  unit  for 
observation,  where  he  developed  an  Adam  Stokes 
episode.  The  monitor  (Fig.  I)  showed  sinus  bradycardia 
and  severe  episodes  of  sinus  arrest  which  required  a 
temporary  intravenous  pacemaker. 

He  had  an  electrophysiological  study  which  showed  a 
normal  corrected  sinus  node  recovery  time  (300  MSEC.) 
and  normal  A-H  and  HV  intervals.  Bilateral  carotid 
massage  showed  normal  response  (no  sinus  pause,  arrest 
or  marked  slowing  of  the  heart  rates).  Ventricular  pacing 
failed  to  induce  ventricular  tachychardia.  Autonomic 
blockade  was  done  with  propranolol  0.2  mg/kg  intra- 
venously, and  atropine  .04  mg/kg  intravenously  and  the 
intrinsic  heart  rate  (I  H R ) was  normal  as  reported  by 
Jordan.'' 

On  the  basis  of  normal  IHR,  normal  electrophysiolo- 
gical data  and  work  up  for  syncope,  we  made  the 
diagnosis  of  sick  sinus  dysfunction  caused  by  hyperva- 
gotonia. A permanent  pacemaker  was  implanted  and  for 
3 years  the  patient  has  remained  aysmptomatic. 


Figure  I.  Rhythm  strip  showing  bradycardia  with  an  episode  of  sinus 
arrest. 
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Case  2 

A 3 1 year  old  menstruating  female  was  admitted  to  our 
institution  due  to  frequent  episodes  of  dizzy  spells  and  a 
recent  episode  of  syncope.  She  denied  history  of  any 
medications  intake  and  her  physical  examination 
including  a full  neurological  examination  was  normal. 
She  had  a negative  laboratory  work  up  including  blood 
cell  count,  serum  electrolytes,  5 hours  glucose  tolerance 
test  and  an  electroencephalogram. 

While  she  was  at  the  Coronary  Care  Unit  she  had  an 
Adams  Stokes  episode.  Her  monitor  (Fig.  2)  showed  sinus 
arrest  and  a short  episode  of  atrioventricular  block  which 
required  intravenous  atropine  and  the  insertion  of  a 
temporary  pacamaker. 

Her  electrophysiological  studies  showed  normal 
corrected  sinus  node  recovery  time.  (350  msec.),  A-H  and 
H-V  interval.  Carotid  massage  showed  a normal 
response.  Ventricular  pacing  failed  to  induce  ventricular 
arrhythmias.  After  autonomic  blockade  was  done  she 
showed  a normal  intrinsic  heart  rate  and  the  diagnosis  of 
enhanced  vagotonia  causing  sinus  node  disfunction  was 
done.  A permanent  pacemaker  was  inserted  and  for  two 
years  follow  up  she  has  been  asymptomatic. 


Figure  2.  Rhythm  strip  showing  an  episode  of  sinus  arrest  and  2:  1 
atrioventricular  block. 


after  pharmacologic  denervation,  we  thought  the 
patients  had  excessive  autonomic  influence  in  the  sinus 
and  atrioventricular  nodes.  We  were  then  faced  with  a 
therapeutic  decision.  Vagotomy  has  been  succesful, 
especially  in  patients  with  peptic  ulcer  disease,  because 
the  surgical  approach  can  relief  both  conditions.’ 
Amiodarone  has  been  used  in  some  patients,  especially 
the  ones  showing  chaotic  atrial  rhythms.  Since  our  two 
patients  had  syncope  due  to  sinus  bradycardia  and  sinus 
arrest,  we  decided  to  treat  both  with  a permanent 
pacemaker.  Both  underwent  insertion  of  a Medtronic 
7000  A pacemaker  (D.D.D.)  without  complications  and 
have  remained  asymptomatic  without  arrhythmias  or 
syncopal  episodes. 

In  our  opinion  it  is  important  to  classify  patients  with 
sick  sinus  syndrome  as  to  extrinsic  or  node  disease, 
because  in  the  future  the  management  of  both  conditions 
may  differ  significantly.  At  present,  both  groups  when 
having  syncope  should  be  treated  with  a permanent 
pacemaker. 


Summary:  Two  patients  with  history  of  dizziness  and 

syncope  were  evaluated  at  our  institution.  The  electrocar- 
diogram showed  episodes  of  sinus  arrest.  Electrophysio- 
logic  work-up  showed  normal  sinus  node  recovery  time  and 
H-V  Intervals.  No  ventricular  tachycardia  was  induced  by 
ventricular  pacing.  Serial  24  hour  bolter  recordings, 
electroencephalogram,  glucose  tolerance  tests  were  normal. 
The  diagnosis  of  sinus  node  dysfunction  due  to  hypervago- 
tomia  was  done.  Both  received  permanent  pacemaker  and 
both  have  been  asymptomatic. 


References 


Discussion 

Sick  sinus  syndrome  has  a wide  clinical  spectrum. 
Usually  these  patients  will  present  as  sinus  bradycardia, 
intermittent  atrial  arrhythmias,  sinus  arrest  or  sinus 
pause.'  This  syndrome  can  be  produced  by  intrinsic 
disease  of  the  sinus  and  atrioventricular  nodes  or  by 
extrinsic  influences  over  them,  such  as  excessive  vagal 
tone.’’  ’ This  last  group  is  relatively  rare'*"^  and  the 
optimal  management  at  present  is  not  clear.  Duet  to  this, 
then  is  revelant  to  distinguish  patients  with  abnormal 
intrinsic  heart  rate  suggesting  a primary  abnormality  of 
the  sinus  node  from  patients  with  a normal  intrinsic  heart 
rate,  suggesting  a disturbed  autonomic  influence.  This 
can  be  accomplished  by  autonomic  blockade  using 
propanol  and  atropine’  as  performed  in  our  two  patients. 
It  has  been  shown  that  the  intrinsic  heart  rate  (IHR)  is  a 
age  dependent  in  persons  15  to  70  old’  and  a depressed 
IHR  correlates  well  with  other  abnormalities  of  sinus 
node  function.  Also  it  is  very  important  to  identify 
patients  with  carotid  sinus  node  dysfunction.  Our  two 
patients  had  a normal  basic  electrophysiologic  work-up, 
normal  response  to  carotid  massage  and  no  ventricular 
tachycardia  during  ventricular  pacing.  Due  to  these 
observations,  plus  having  a normal  intrir  heart  rate 
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¿Podemos  estar  asegurados 
sin  pertenecer  a un  grupo? 


Para  disfrutar  de  los  servicios  de  Triple-S,  no  es  requisito  pertenecer 
o un  grupo.  Nuestro  sistema  de  PAGO  DIRECTO  te  permite  o ti  y o tu  familia 
unirse  individualmente  a la  gente  segura  que,  año  tras  año  reciben  lo  mejor 
de  nosotros:  los  servicios  de  Triple-S,  con  la  tarjeta  que  te  ofrece  libre 
selección  a: 

• La  mayoría  de  los  médioos  y dentistas  de  Puerto  Rico. 

• Todos  los  hospitales  de  Puerto  Rico. 

• Laboratorios  y salas  de  emergencia  en  toda  la  Isla. 

Y Triple-S  te  ofrece  variedad  de  opciones  y cubierta  dental. 

Tú  escoges  el  plan  a la  medida  de  tus  neoesidades  y la  de  los  tuyos. 

¡Seguro  que  sí! 

Visítanos  o llámanos. 

• San  Juan  - Ponce  de  León  431  - 753-7550/765-8020 

• Ponce  - Cond.  El  Embajador,  Ave.  Mostos, 

Esq.  Ramón  Power  - 843-2055 

• Mayagüez  - Calle  Meditación  #53  - 833-4933 

• Arecibo  - Calle  Gautier  Benitez  #55  - 879-4776 


Tríple-S  te  da  seguridad 

Seguros  de  Servicio  de  Salud  de  Puerto  Rico,  Inc. 

Miembro  Blue  Shield  Association 


Case  Presentation^ 

Successfyi  Surgical  Resection  of  Massive 
Carinal  Cylindroma 

David  Rodriguez  Pérez,  MD* * 
Iván  León  Rivero,  MD,  FCCP** 
Gustavo  Ramirez  de  Arellano,  MD*** 


Cylindromas  or  adenocystic  carcinomas  are  relati- 
vely rare  lesions  involving  the  tracheobronchial  tree. 
There  is  limited  experience  on  the  feasibility  of  surgery 
for  massively  invasive  carinal  tumors.  Although  slowly 
growing  and  locally  invasive,  they  can  produce  much 
morbidity  and  mortality  when  obstructing  this  vital  area. 
We  present  a case  where  successful  total  surgical  removal 
of  one  such  “unresectable”  lesion  was  followed  by  long 
term  survival  of  the  patient. 


Case  Report 

A 63  y/o  female,  former  nurse,  presented  with  unila- 
teral wheezing  on  right  hemithorax,  and  progressively 
crippling  dyspnea.  History  revealed  that  symptoms  had 
been  intermittent  for  five  years,  and  continously  present 
for  the  previous  six  months.  Physical  examination 
revealed  an  acutely  ill  female  with  marked  tachypnea  of 
28/minute,  cyanosis  and  fine  wheezes  easily  heard 
without  a stethoscope  at  a short  distance  from  her  bed. 
All  accessory  muscles  of  ventilation  were  being  used,  the 
left  hemithorax  was  practically  devoid  of  any  breath 
sounds  and  the  previously  described  adventitious  sounds 
were  audible  on  the  right  hemithorax. 

Chest  roentgenography  showed  left-sided  air  trapping 
on  the  expiratory  film.  After  adequately  oxygenating  the 
patient  with  a face  mask,  fiberoptic  bronchoscopy  was 
performed  revealing  a glistening,  whitish,  highly  vascular 
and  friable  sessile  mass  sitting  on  the  main  carina  with 
complete  occlusion  of  the  entrance  to  the  left  main  stem 
bronchus  and  subtotal  (90%)  obstruction  of  the  right- 
sided counterpart.  (Fig.  1 ) The  arterial  blood  gases  were: 
Ph  = 7.41;  pa02  = 60mmHg;  paC02  = 28mmHg; 
Total  C02=19,  (F102  = 0.6). 

Due  to  the  rapid  deterioration  of  the  patient’s  condi- 
tion, an  emergency  right  thoracotomy  was  performed, 
using  a parascapular  approach,  entering  the  chest 
through  the  4lh  intercostal  space.  The  azygous  vein  wa 
doubly  ligated  an<^  cut.  The  right  paratracheal  and 
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Figure  1.  Chest  roentgenogram  showing  bronchography  catheter  unable 
to  enter  left  main  stem  bronchus  due  to  massive  tumor  at  carinal  area 
(arrows). 


retrocarinal  chains  were  dissected  and  sent  to  pathology 
laboratory.  The  left  main  bronchus  was  dissected  along 
Its  whole  length,  opened  just  before  the  bifurcation  into 
upper  and  left  lower  lobes.  Distal  secretions  were 
suctioned  and  the  distal  bronchi  irrigated  with  Kanamycin 
solution.  The  distal  bronchus  was  then  closed  over  and 
over  with  2-0  catgut.  Our  attention  turned  then  to  the 
trachea;  this  was  opened  at  its  left  side  around  the  last 
three  cartilages  and  tumor  inspected.  The  small  endotra- 
cheal tube  (Portex  6)  was  then  advanced  into  the  right 
bronchus  intermedius  and  the  partial  resection  of  the 
trachea,  main  carina  and  medial  portion  of  bronchus 
intermedius  accomplished  without  haste.  Continous 
sutures  were  made  over  the  endotracheal  tube  and  on 
pulling  the  tube  above  the  defect  the  continous  suture  was 
slowly  tightened  until  the  borders  of  the  bronchus 
intermedius  were  brought  up  to  the  trachea.  Stitches  were 
taken  in  order  to  make  the  repair  airtight.  Two 
intercostal  tubes  were  inserted  and  the  chest  closed  in  the 
usual  manner.  (Figs.  2A-C) 
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Figure  2A.  Massive  tumor  involving  main  carina,  left  main  stem  bronchus  Figure  2C.  Tracheobronchoplasty  completed, 

totally  and  right  main  stem  counterpart,  subtotally. 


L.U. 


Figure  2B.  Composite  drawing  showing  resection  and  ligature  of  distal 
left  main  stem  bronchus,  just  before  bifurcation  into  upper  and  left  lower 
lobes.  Partial  resection  of  the  trachea,  main  carina  and  medial  portion  of 
bronchus  intermedius  can  be  visualized  as  well. 


Pathology 

The  main  specimen  consited  of  the  distal  segment  of 
the  trachea  and  the  left  main  bronchus.  An  intraluminal 
tumor  arising  from  the  wall  occluded  almost  completely 
the  lumen  of  the  trachea  and  left  main  bronchus, 
approaching  the  proximal  and  distal  lines  of  resection. 
Cut  sections  showed  incorporation  of  tracheal  and 
bronchial  cartilage  rings  into  the  tumor  mass.  The 
neoplasm  measured  5.0  x 3.5  x 3.0  cm.  The  right  and  left 
paratracheal,  as  well  as  the  subcarinal  lymph  nodes 
appeared  grossly  free  of  metastases. 

Histologic  sections  revealed  the  characteristic  cylin- 
dromatous patterns  of  adenocystic  carcinomas.  (Fig.  3) 
The  tumor  infiltrated  the  full  thickness  of  the  tracheal 
wall,  covered  the  cartilaginous  rings  and  extended  to  the 
proximal  and  distal  margins  of  the  resection.  Eighteen 
lymph  nodes  examined  histologically  were  free  of 
metastases. 

One  month  after  surgery;  4,600  rads  were  administered 
to  the  mediastinum  over  a 23  days  period.  The  patient’s 
recovery  was  dramatic  with  full  restoration  of  his 
physical  activity  and  normalization  of  arterial  blood 
gases.  Four  months  post  surgery  the  patient  developed 
progressive  exertional  dyspnea  and  came  for  reevalua- 
tion. Radiation  pneumonitis  was  suspected,  but  the  chest 
roentgenogram  was  negative.  Arterial  blood  gases  ot 
room  air  were  as  follows:  Ph  = 7.46;  Pa02  = 55;  and 
PaC02  = 33.  A lung  ventilation/perfusion  scan  showed 
blood  flow  to  the  unventilated  left  lung;  a steal 
syndrome  was  diagnosed  and  the  patient  underwent  a 
left  sided  thoracotomy  where  the  pulmonary  artery  was 
doubly  ligated.  Soon  after  surgical  intervention,  the  Pa02 
jumped  to  85  Torr  and  the  patient  made  an  uneventful 
recovery. 


73 


David  Rodríguez  Pérez.  MD.  el  al 


Voí.  79  Num.  2 


Three  years  post  surgery,  a 2.5cm  oval,  noncalcified 
lesion  was  noticed  in  right  upper  lobe.  We  have  elected  to 
observe  the  lesion  closely  and  it  has  remained  unchanged 
for  the  past  five  years. 


Figure  3.  Cylinders  of  hyaline  stroma  interrupting  cords  of  epithelial 
tumor  cells.  H & E,  x 400. 


Discussion 

Bronchial  adenomas  comprise  less  than  10  percent  of 
all  primary  lung  neoplasms.'  These  neoplasms  are 
divided  in  two  main  groups,  the  carcinoid  variety  and  the 
salivary  gland  types.  The  carcinoid  type  comprises  up  to 
95  percent  of  all  bronchial  adenomas.  The  latter 
subgroup  is  subdivided  into  cylindromas  (Adenoid 
Cystic  Carcinoma),  mucoepidermoid  adenomas  and  the 
pleomorphic  adenomas.^  Often  an  ill  founded,  pessi- 
mistic attitude  surrounds  the  clinician  managing  a 
patient  with  a massive  carinal  invading  tumor.  Although 
experience  with  surgery  at  such  a distal  tracheal  area  is 
limited,  the  advent  of  surgical  techniques  aimed  at 
reducing  tension  on  anastomosis  has  made  sleeve  resec- 
tions feasible  and  successful.  Pearson  and  his  associates, 
at  Toronto  General  Hospital,  have  reported  their 
operative  experience  on  16  patients  with  cylindromas, 
two  of  which  had  involvement  of  carina  and  main 
bronchi.  Eleven  of  these  patients  were  managed  with 
primary  anastomosis  and  eight  of  them  had  long  term 
survivals  ranging  from  2 to  18  years. ^ 

It  is  noteworthy  to  stress,  that  even  in  this  era  of  rapid 
developments  in  palliative  laser  endobronchial  therapy, 
the  only  hope  for  cure  these  patients  have  is  the  surgical 
approach  with  wide  resection  and  primary  anastomosis, 
if  technically  feasible.'* 

Our  patient  presented  to  us  severely  dyspneic  and 
markedly  hypoxemic  and  although  many  authors  prefer 
pre  operative  irradiation  of  the  area,  we  elected  to 
proceed  directly  with  the  surgical  resection  in  order  to 
avoid  post  radiation  edema.  Such  an  event  could  have 
rapidly  produced  total  occlussion  of  the  only  partially 
patent  airway,  the  right  main  stem  bronchus.  It  is  not 
clear  to  us  at  this  time  the  development  of  the  left  lung 


steal  syndrome  by  reperfusion  of  the  hypoplastic  left 
pulmonary  artery  five  months  after  thoracotomy. 
However  we  could  postulate  that  perhaps  this  artery  was 
occluded  by  the  tumor  and  after  post  operative 
radiotherapy  its  lumen  managed  to  recanalize,  allowing 
resumption  of  flow  to  the  unventilated  left  lung.  The  case 
we  have  presented  makes  us  postulate  that  long  term 
survival  is  possible  with  careful  medical  and  surgical 
management  even  in  an  adenoma  large  enough  to 
produce  an  almost  total  obstruction  of  the  main  carina. 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — not  what's  cheapest.  Yet 
today's  physicians  are  wrestling  with  a troubling  array  of 
cost-containment  initiatives:  fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to  care.  The  stakes  are 
high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness,  but  not  at  the  expense  of 
quality  care  — or  physicians'  freedom  to  provide  it.  So  we  re  acting,  not 
reacting  — by  delivering  cost-containment  information  through  publica- 
tions, workshops  and  annual  meetings;  by  forming  the  Cost  Effective- 
ness Network  and  the  National  Commission  on  the  Cost  of  Medical 
Care;  and  by  launching  projects  like  the  Health  Policy  Agenda  for  the 
American  People.  In  Washington,  D.C.,  and  in  court,  we're  fighting 
government-imposed  fee  freezes  and  other  attempts  to  limit  health 
care  choices. 

This  is  one  fight  you  and  your  patients  can't  afford  to  lose.  Give  the 
profession  the  leverage  it  needs  to  win.  Join  the  AMA. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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Una  niña  de  10  años  de  edad  es  referida  a nuestra  institución  para  evaluación  de  episodios 
sincópales  y un  soplo  cardíaco  de  dos  meses  de  aparición.  Fue  evaluada  por  un  neurólogo 
quien  consideró  la  posibilidad  de  un  trastorno  convulsivo  y le  comenzó  tratamiento  luego  de 
obtener  un  electroencefalograma  positivo. 

Al  examen  físico  se  apreció  una  niña  de  estatura  baja,  delgada,  activa,  acianótica  y bien 
nutrida.  Los  signos  vitales  eran  normales  al  igual  que  el  tono  muscular.  A la  palpación  se 
encontró  un  precordio  “tranquilo”  con  accesibilidad  ventricular  derecha.  Había  un  soplo  holosis- 
tólico,  con  tonalidad  en  “chorro  de  vapor”  que  se  auscultaba  mejor  en  el  apex  cardiaco  con 
irradiación  a la  región  axilar  izquierda  y la  espalda . No  se  detectó  componente  diastólico,  sonidos 
de  eyección  ni  frote.  El  primer  sonido  era  normal  y el  componente  pulmonar  (P2)  del  segundo 
sonido  estaba  acentuado. 

El  electrocardiograma  demostraba  hipertrofia  ventricular  derecha,  dilatación  biatrial  y despla- 
zamiento a la  derecha  del  eje  eléctrico  de  QRS.  En  la  radiografía  de  tórax  se  apreciaba 
cardiomegalia  con  agrandamiento  ventricular  derecho  y una  vascularidad  pulmonar  normal.  En 
el  cateterismo  cardiaco  se  descartó  la  presencia  de  un  corto  circuito  intracardíaco  pero  se 
documentó  una  presión  pulmonar  elevada  (60%  sistémica).  El  angiograma  ventricular  derecho  se 
ilustra  a continuación. 


Figura  1.  Ventriculograma  derecho  en  proyección  antero-posterior. 
AD=atrio  derecho;  VD=venlrículo  derecho;  AP=arteria  pulmonar.  Las 
flechas  señalan  los  bordes  de  la  válvula  tricuspidea. 
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¿CUAL  ES  SU  DIAGNOSTICO? 
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Insuficiencia  Tricuspidea 

La  insuficiencia  de  la  válvula  tricuspidea  (IT)  como 
entidad  aislada  es  rara.  La  mayoría  de  las  veces  está 
asociada  a atresia  o estenosis  severa  de  tracto  de  salida 
del  ventrículo  derecho  con  septo  interventricularintacto. 
También  se  puede  encontrar  IT  en  pacientes  con  enfer- 
medad pulmonar  vascular,  en  el  síndrome  de  Eisen- 
menger  y como  resultado  de  disfunción  ventricular 
derecha  en  pacientes  con  miocardiopatía  congestiva.  En 
el  neonato  se  ha  descrito  una  forma  transitoria  de  IT  que 
ocurre  como  consecuencia  del  cierre  súbito  del  foramen 
ovale  y el  ducto  arterioso.  Esto  obliga  al  lado  derecho  del 
corazón  a impulsar  todo  el  retorno  venoso  sistémico 
através  de  un  sistema  pulmonar  con  resistencia  aún 
elevada,  ocasionando  sobrecarga  ventricular  derecha  y la 
consecuente  regurgitación  tricuspidea.  Sin  embargo,  la 
cardiopatía  congénita  más  frecuentemente  asociada  con 
IT  es  la  malformación  de  Ebstein  de  la  válvula 
tricuspidea.  En  esta  cardiopatía  hay  inserción  valvular 
anormal,  un  grado  variable  de  displasia  y redundancia  de 
las  valvas,  con  el  consecuente  desplazamiento  de  la 
válvula.  Causas  poco  frecuentes  de  IT  lo  son  la  ausencia 
total  o parcial  del  miocardio  ventricular  derecho 
(anomalía  de  Uhl)  con  displasia  valvular  tricuspidea'  y la 
distorsión  de  la  valva  septal  tricuspidea  por  un  aneurisma 
del  septo  interventricular  membranoso  ocasionando 
disfunción  valvular  mecánica  y regurgitación.^ 

En  el  caso  que  ilustramos  puede  apreciarse  la  regurgi- 
tación del  material  de  contraste  hacia  el  atrio  derecho 
dilatado  através  de  la  válvula  tricuspidea.  Es  evidente  la 
persistencia  del  tinte  en  la  totalidad  de  la  cavidad 
ventricular  derecha  aun  cuando  la  arteria  pulmonar  ya  se 
ha  opacificado.  Postulamos  que  en  nuestro  paciente  la  IT 
es  consecuencia  de  una  disfunción  ventricular  derecha 
secundaria  a una  miocardiopatía  y no  por  displasia  de  la 
válvula  tricuspidea  la  cual  se  ha  reportado  como  la  causa 
más  común  de  IT  aislada.^ 

La  miocardiopatía  idiopática  congestiva  se  caracteriza 
por  dilatación  de  las  cavidades  ventriculares,  aumento  en 
la  masa  miocárdica  y ausencia  de  células  inflamatorias  en 
la  pared  del  músculo  cardíaco.''  La  dilatación  ventricular 
va  asociada  con  una  disminución  en  la  fracción  de 
eyección  y aumento  en  el  volumen  sistólico  final  ventri- 
cular, asi  como  dilatación  atrial.  La  IT  en  estos  casos 
parece  ser  debida  a una  disfunción  de  los  músculos 
papilares,  ya  bien  sean  del  ventrículo  derecho  o del 
izquierdo,  pues  los  anillos  valvulares  mitral  y tricuspídeo 
por  lo  regular  están  normales  o solo  levemente  dilatados. 
La  dilatación  ventricular  a su  vez  está  asociada  a una 
contractilidad  ventricular  inadecuada  la  cual  ocasiona 
una  reducción  en  la  fracción  de  eyección  y un  volumen 
sistólico-final  elevado.  Esto  último  limita  significativa- 
mente el  vaciado  atrial,  por  lo  cual  dichas  cavidades 
también  se  dilatan.  En  la  figura  1 podemos  apreciar  la 
dilatación  del  atrio  derecho  (AD)  y de  la  cavidad 
ventricular  derecha  ( VD)  la  cual  persiste  llena  de  material 
de  contraste  por  la  contractilidad  inadecuada  de  la 
misma. 

Esta  alteraciones  en  el  dinamismo  cardíaco,  particular- 
mente el  aumento  en  el  volumen  sistólico  ventricular  y 
atrial  conducen  a una  estasis  relativa  de  sangre  lo  que 


favorece  la  formación  de  trombos  tanto  en  los  ápices 
ventriculares  como  en  las  orejuelas  atriales.  La  presencia 
de  estos  trombos  intracardíacos  en  ocasiones  son  la  causa 
de  embolias  pulmonares  y sistémicas. 

El  pronóstico  de  la  IT  dependerá  de  la  severidad  del 
proceso  primario,  del  grado  de  disfunción  cardíaca  y de 
la  presencia  de  complicaciones.  En  los  casos  de  las  mio- 
cardiopatías  idiopáticas  congestivas  es  muy  difícil 
anticipar  el  curso  clínico  y el  pronóstico  de  las  mismas. 
Algunos  se  deterioran  progresivamente  y otros  mejoran 
gradualmente  logrando  sobrevivir. 

Aunque  la  miocardiopatía  idiopática  congestiva  en 
niños  es  esporádica,  en  algunas  familias  la  aparición  de 
esta  entidad  viene  determinada  genéticamente.^  Por  esta 
razón  es  importante  hacer  una  evaluación  genética 
familiar  en  todos  los  casos  de  miocardiopatía  idiopática. 
La  información  que  se  obtenga  puede  llegar  a ser  de  gran 
valor  para  el  niño  y su  familia. 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


I 


60,073 patients  (90%)  who  started  on 

INDERAt  LA  stayed  on  INDERAL  LA‘. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 


H ONCE-DAILY  H M 

INDERAL  LA 


(PROPRANOLOL  HCi) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
jn  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  I 
INDERAL  LA  brand  o1  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulaled  lo  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specilically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses lo  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-lile  is  about  10  hours  When  measured  at  steady  slate  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  conceniralion-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  lor  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  ( 12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  lor  convenlional 
propranolol  and  the  Blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  lo  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlatioh  between  plasma  levels  and  clinical 
effect  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ol  the  hear!  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  Ihe  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  Ihe  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  Ihe  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilalor  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  tor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES 


80  mg  120  mg  160  mg 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  Ihe 
heart  lo  respond  to  reflex  adrenergic  stimuli  may  augment  Ihe  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  bela-recep- 
lor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine 
or  isoproterenol  However  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  ol  insulin 

THYROTOXKÍOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  o‘  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  lor  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-monlh  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg  day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  Ihe  potential  benefit  justifies  the  potential  risk  to  Ihe  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTiONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness. 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  nejropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
Ihe  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMiNISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  It  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Ret  tration  may 
be  necessary  especially  lo  maintain  effectiveness  at  the  end  of  Ihe  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  lo  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starling  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  riosage  gradually  over  a period  ol  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  _A  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
S6V6r3l  W66KS 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  ol  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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Abstract:  The  incidence  of  pulmonary  complications 

associated  with  pneumonia  has  decreased  since  the  intro- 
duction of  new  increasingly  effective  antimicrobial  agents; 
only  about  60  new  pediatric  cases  of  lung  abscess  have  been 
reported  in  the  last  20  years.  It  is  likely  that  many  of  the 
cases  are  not  being  reported.  Patients  with  pneumonia  may 
develop  pulmonary  complications  such  as  pulmonary 
abscess  and  empyema  which  may  occur  in  children  of  any 
age.  As  an  example,  we  report  the  case  of  a ten  month-old 
infant  with  a primary  abscess  in  the  right  lung  due  to 
Staphylococcus  aureus  and  satisfactory  response  to 
antimicrobial  therapy. 

Pulmonary  abscesses  in  children  are  becoming  increa- 
singly rare.  Prompt  identification  and  adequate 
management  of  these  lesions  is  of  paramount  importance 
in  order  to  achieve  complete  healing  and  a lower 
mortality.  The  purpose  of  this  report  is  to  describe  the 
case  of  an  infant  with  primary  pulmonary  lung  abscess 
due  to  Staphylococcus  aureus  and  to  review  the  relevant 
literature  on  the  subject. 

Patient  Report 

A 10  month-old  male  was  referred  to  our  center  from  a 
local  community  hospital  where  he  had  been  admitted 
three  days  previously  because  of  sudden  onset  of  fever, 
productive  cough  with  greenish  phlegm  and  respiratory 
distress  associated  with  anorexia,  soft  stools  and  hypo- 
activity.  Chest  roentgenogram  was  suggestive  of  right 
upper  lobe  lung  abscess  and  the  infant  was  treated  with 
ampicillin  and  gentamycin  by  the  intravenous  route. 
Initial  white  blood  cell  count  was  35,600  with  89  per  cent 
polymorphonuclears,  9 percent  lymphocytes,  and  2 per 
cent  bands.  Hemoglobin  was  9.3  gm  per  dl  and  blood 
cultures  were  sterile.  Past  history  revealed  previous 
treatment  for  anemia  with  iron  and  multivitamins,  and 
recurrent  diarrhea  ascribed  to  miik  intolerance.  Since 
approximately  2 months  prior  to  admission  he  had  had 
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respiratory  symptoms  and  fever.  One  month  prior  to 
admission  he  was  hospitalized  in  a local  community 
hospital  and  treated  with  antibiotics  by  the  intravenous 
route.  The  chest  roentgenogram  at  this  time  is  shown  in 
figure  1.  He  improved  and  was  discharged,  but  a week 
later  developed  recurrent  symptoms  which  led  to  hospita- 
lization in  another  community  hospital  and  referral  to 
our  center. 


Figure  I.  One  month  prior  to  admission:  there  is  n p;itch>  inFiltrate  in  the 
right  lower  lohe. 


Initial  physical  examination  disclosed  a temperature  of 
37.5°C,  respiratory  rate  46/min.,  heart  rate  160/min., 
and  blood  pressure  100/70  mmHg.  His  w'eight  was  in  the 
25  percentile  and  length  in  the  50  percentile.  He  appeared 
acutely  ill  and  had  mild  respiratory  distress;  decreased 
breath  sounds  over  the  right  hemithorax;  bronchial 
breath  sounds  in  the  right  upper  lobe;  decreased  vocal 
fremitus  and  dullness  in  the  right  hemithorax  posteriorly, 
and  rales  and  ronchi  in  the  right  lung.  His  left  lung  was 
clear  to  auscultation.  The  chest  roentgenogram  is  shown 
in  figure  2.  A diagnostic  thoracentesis  yielded  no 
material.  Therefore,  under  clinical  and  chest  roentgeno- 
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Figure  2.  On  udmission;  there  is  a homogeneous  density  in  the  right  lung 
containing  a large  oval  cavity  in  the  right  upper  lobe. 


Figure  One  and  a half  months  alter  completion  of  6 weeks  of 
antimicrohial  therapy:  there  is  almost  complete  clearing  with  residual 
slight  blunting  of  the  right  costophrenic  angle. 

gram  guidance,  a percutaneous  aspiration  of  the  right 
upper  lobe  abscess  was  performed.  Scanty  purulent 
material  was  obtained  which  revealed  Gram-positive 
cocci  on  smear  and  Staphylococcus  aureus  on  culture. 
Several  blood  cultures  were  reported  sterile.  Tuberculin 
skin  test,  PPD,  yielded  no  induration  and  a sweat  chloride 
by  quantitative  iontophoresis  was  16  mEq/L.  Initial 
treatment  consisted  of  nafcillin  and  chloramphenicol 
during  four  days.  Thereafter,  nafcillin  was  given  alone  to 


complete  four  weeks.  Clinical  response  was  excellent, 
buut  without  significant  changes  in  the  chest  roentgeno- 
gram after  2 weeks  of  therapy.  He  was  discharged  to 
complete  6 weeks  of  therapy  with  oral  oxacillin  at  home. 
One  and  a half  months  later  he  was  asymptomatic  and  his 
chest  roentgenogram  showed  minimal  residual  changes, 
(figure  3) 

Discussion 

A lung  abscess  is  a thick  walled  cavity  in  the  lung  that 
contains  purulent  material  resulting  from  suppuration 
and  necrosis  of  the  involved  lung  parenchyma.'^  For  the 
sake  of  simplicity  we  have  chosen  to  subscribe  to  the  clas- 
sification which  distinguishes  between  primary  and 
secondary  abscesses:  the  former  being  the  ones  that  occur 
in  a healthy  child  as  a result  of  a pulmonary  complication 
and  the  latter  as  those  that  occur  in  previously 
compromised  children  secondary  to  immunodeficiencies, 
aspirations,  trauma  or  other  factors. 

The  alveoli  of  the  affected  lung  appear  filled  with  pus, 
blood  and  edema  fluid  extending  into  the  surrounding 
parenchyma.  If  the  lesion  is  located  near  the  periphery  of 
the  lung,  pleuritis  is  likely  to  occur.  Empyema  is 
common,  specially  in  infants,  when  a peripheral  abscess 
ruptures  into  the  pleural  cavity.  The  large  majority  of 
pulmonary  cavities  are  caused  by  necrosis  of  the  lung 
parenchyma,  eventual  communication  with  the  bron- 
chial tree  and  drainage  of  the  purulent,  necrotic  material. 
The  space  previously  occupied  by  the  necrotic  material  is 
eventually  replaced  with  air  and  a fluid  level  may  be 
noted.  As  a rule,  the  cavity  will  collapse  during  the 
healing  period.'^ 

In  order  to  make  an  assessment  of  pulmonary  abscess 
with  cavitation,  certain  factors  such  as  the  thickness  of 
the  wall,  the  smoothness  of  the  inner  lining  and  the 
suspected  content  of  the  cavity  have  to  be  taken  into 
consideration.  In  a pulmonary  abscess  the  wall  of  the 
cavity  is  usually  thick,  the  inner  lining  shaggy  and  the 
contents  are  fluid  with  no  particular  characteristics. 

Lung  abscess  may  result  from  many  causes,  chiefly: 

( 1)  aspiration  of  foreign  body,  infected  blood  clots,  pus 
or  teeth;  (2)  sympneumonic  complication:  that  is, 
primary  abscess  resulting  from  a bacterial  pneumonia; 
(3)  secondary  to  trauma  of  the  lung,  septic  infarcts  or 
bronchial  obstruction;  (4)  transdiaphragmatic  spread  of 
infection,  and;  (5)  infected  pulmonary  cyst  (congenital 
or  adquired).'^ 

The  right  lung  has  been  most  frequently  involved  in 
most  of  the  pediatric  reports.'"''^  This  is  probably  due  to 
anatomical  factors  that  facilitate  inhalation  into  the  right 
lung,  as  proven  by  Brock’s  classic  experiment. 

Anaerobic  and  aerobic  bacteria  are  the  most  frequently 
found  organisms. Anaerobic  bacteria  have  been 
reported  in  two-thirds  of  lung  abscesses  in  adult 
patients. In  children,  anaerobes  are  a common  cause  of 
lung  abscess  specially  in  association  with  aspiration  of 
anaerobe-colonized  material  originating  from  the  mouth. 
In  conditions  such  as  periodontal  disea.se,  dental  caries, 
and  tonsillitis  these  bacteria  are  greatly  increased.'’ 
Failure  to  identify  anaerobic  organisms  is  often  due  to 
lack  of  suspicion  and  neglecting  to  obtain  appropriate 
specimens  under  anaerobic  conditions.  Fortunately,  in 
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spite  of  such  failure,  most  of  the  anaerobic  organisms 
such  as  Bacteroides  species,  Streptococcus  necrophorus, 
Fusobacterium,  and  anaerobic  cocci  are  sensitive  to  the 
penicillins. 

Aerobic  bacteria,  including  Gram-negative  and  Gram- 
positive organisms,  are  also  frequently  found  in  children 
with  pulmonary  abscesses. " In  infants  younger 
than  8 weeks  of  age  with  pulmonary  abscesses  the 
organisms  most  frequently  encountered  are  Gram- 
negative bacilli. During  the  last  40  years.  Staphylococcus 
aureus,  coagulase  positive  has  played  a prominent  role  in 
the  incidence  of  pneumonia  and  abscesses.  In  the 
pediatric  age  group  direct  inhalation  or  blood  stream 
dissemination  may  be  the  sources  of  the  pulmonary 
infection  with  Staphylococcus  aureus.  Although  originally 
susceptible  to  antibiotics,  it  has  evolved  gradually  intoan 
organism  resistant  to  many  of  the  antimicrobial  agents 
presently  used,  acquiring  in  some  cases  invasive  and 
lethal  properties.  Important  complications  of  staphylo- 
coccal pneumonia  are  the  formation  of  pneumatoceles 
and  abscesses  that  may  rupture  into  the  pleural  cavity 
and  produce  tension  pneumothorax,  pyopneumothorax 
or  both.  In  some  cases  a bronchopleural  fistula  may 
occur.  The  physician  should  be  aware  of  the  fact  that 
besides  Staphylococcus  aureus  there  are  other  aerobic 
and  anaerobic  bacteria  that  may  cause  empyema  and 
abscesses.^’ 

The  most  common  clinical  manifestations  of  staphylo- 
coccal pneumonia  in  pediatric  patients  are  fever,  cough, 
chest  pain,  generalized  malaise,  weight  loss,  and 
anorexia.  Some  of  the  patients  may  develop  dyspnea  and, 
occasionally,  sputum  production  and  hemoptysis.  The 
respiratory  rate  and  pulse  are  increased.  The  patient  may 
have  retractions,  decreased  movement  of  the  chest, 
dullness  to  percussion  and  fine  rales  with  bronchial 
breathing. 

The  while  blood  count  is  usually  elevated  above  25- 
30,000  with  predominance  of  neutrophils  except  in  the 
partially  treated  cases.  The  sedimentation  rate  is  elevated 
above  30  mm  and  the  hemoglobin  is  low.  Blood  cultures 
are  rarely  positive  unless  there  is  bacteremia.  Sputum 
cultures  are  often  negative  or  misleading  for  the  selection 
of  effective  treatment  for  children  who  develop  pulmo- 
nary abscess.  Percutaneous  transtracheal  aspiration, 
which  bypasses  the  oral  flora,  has  been  successfully  used 
in  pediatric  patients  to  obtain  direct,  reliable  cultures  of 
the  lower  tracheal  secretions  for  aerobic  and  anaerobic 
bacteria.^ 

Once  the  diagnosis  of  pulmonary  abscess  is  suspected, 
besides  thorough  history  and  physical  examination, 
appropriate  laboratory  work-up,  microbiological  studies 
and  accurate  roentgenogram  interpretation  must  be 
done.  Then  it  may  be  advisable  to  administer  antimi- 
crobial therapy.  Given  the  availability  of  antibiotics  that 
destroy  probable  pathogens,  and  the  high  mortality 
without  antimicrobial  therapy,  initial  empiric  treatment 
with  antibiotics  is  considered  appropriate.^  Selection 
should  be  guided  by  the  history,  physical  examination, 
and  studies  of  the  abscess  material,  if  available.  It  may 
include  penicillin,  clindamycin  or  cefoxitin  alone  or  with 
an  aminoglycoside.’’  If  there  is  no  clinical  or  roentgeno- 
graphic  improvement  after  a reasonable  period  of  time. 
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such  as  7 days,  the  next  step  is  to  perform  abscess 
drainage.  Prompt  intervention  is  indicated  for  those 
patients  who  deteriorate  clinically  and  develop  compli- 
cations such  as  empyema  or  bronchogenic  spread. 
Drainage  of  a pulmonary  abscess  may  be  delayed  when  it 
is  confused  with  pneumonia.  A persistent  round 
pulmonary  consolidation  or  bulging  opacification  after 
adequate  medical  treatment  may  be  a sign  of  a 
pulmonary  abscess.  A computerized  tomography  will 
establish  the  diagnosis  of  the  hidden  abscess." 

When  medical  treatment  fails,  percutaneous  drainage 
under  fluoroscopy,  ultrasonography  or  computed  tomo- 
graphy or  transtracheal  or  bronchoscopic  aspiration  have 
been  utilized.  In  some  cases,  lobectomy  has  been 
performed.^'  ^ We  advocate  the  use  of  percuta- 

neous needle  aspiration  under  fluoroscopic  guidance  as 
an  early  interventional  alternative  for  recovering  the 
etiologic  agent  and  establishing  drainage.  This  has  been 
performed  by  others  without  any  major  complica- 
tions."’ " Another  approach  is  the  use  of  chest  tube 
drainage  or  pneumonotomy,  specially  in  the  debilitated 
patient  who  will  not  tolerate  a major  operative  inter- 
vention.*’ A recent  report  describes  ten  children  under 
10  years  of  age  with  pulmonary  abscess  who  were  treated 
surgically,  without  any  postoperative  deaths.^  Nine 
underwent  lobectomies  and  the  major  indications  were: 

(1)  residual  cavitation  despite  chest  tube  drainage  and 
lavage  with  antibiotics  for  more  than  two  weeks; 

(2)  unexpanded  lung  due  to  multiple  small  abscesses  and 
fibrosis  with  chronic  empyema  in  which  pulmonary 
decortication  was  necessary;  (3)  recurrent  infection, 
particularly  in  a cystic  lesion.  They  classified  the  cavities 
as:  (1)  central  type,  mostly  due  to  necrosis  of  the  tissue 
after  lobar  pneumonia;  (2)  pyopneumothoracic  type,  a 
form  of  suppurative  bronchiolitis  with  multiple  peri- 
pheral abscesses,  and;  (3)  cystic  type,  subdivided  into 
infection  of  a congenital  cyst  and  infection  of  an  open 
healed  pulmonary  abscess  with  cavitation.  In  the 
occasional  patient  with  lung  abscess  who  remains  septic 
despite  appropriate  antimicrobial  therapy,  who  can 
tolerate  a major  surgical  intervention,  the  procedure  of 
choice  is  lobectomy  or  segmental  resection. 

A follow-up  of  eleven  children  an  average  of  nine  years 
after  treatment  of  pulmonary  abscess  disclosed  normal 
growth  and  development  and  no  history  of  new  lower 
respiratory  tract  infection  or  otherserious  illnesses.  Their 
pulmonary  function  tests  were  normal  in  all  except  for 
one  who  had  asthma  and  responded  favorably  to  inhaled 
bronchodilators."  In  these  patients  complete  resolution 
of  lung  cavities  occurred  within  6 weeks  in  one  case, after 
6 months  in  nine  children,  and  only  one  cavity  was 
identifiable  five  years  after  the  acute  illness.  Such  a 
“cavity”  may  actually  be  a thin  circular  scar  in  normal 
lung  tissue  rather  than  a true  cavity.  Formerly, 
staphylococcal  abscesses  and  empyema  were  not  uncom- 
mon in  our  service.  Between  1949  and  1962  we  reported 
16  infants  with  empyema,  many  with  cavitary  lesions 
predominantly  due  to  Staphylococcus  aureus.  Most  of  the 
cases  (ten  of  the  16)  were  seen  between  I960  and  1962  and 
the  mortality  was  56  per  cent.^^  Recently,  to  our  knowledge, 
two  cases  of  children  with  pulmonary  abscess  have  been  seen 
by  our  pulmonology  staff.  One  was  a 13  year-old  male 
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with  Wiskott-Aldrich  immunodeficiency  who  developed 
a left  pulmonary  abscess  due  to  Pseudomonas  aeruginosa. 
The  child  died  as  a result  of  septic  shock.  The  other,  is  a 
15  year-old  female  admitted  to  a private  community 
hospital  with  a left  lower  lobe  abscess.  She  was  treated 
with  penicillin  by  the  intravenous  route  followed  by  oral 
penicillin  with  excellent  response.  No  organisms  were 
identified  (personal  communication,  A.  Mercado,  M.D.) 
This  was  the  only  case  of  pulmonary  abscess  in  the 
pediatric  age  group  during  a period  of  10  years  involving 
21,149  pediatric  admissions  to  that  community  hospital. 
The  lower  incidence  of  pulmonary  abscesses  in  children 
during  recent  years  is  undoubtedly  related  to  the  availa- 
bility of  new  more  effective  antimicrobial  agents. 

Our  case  exemplifies  a complication  that  should  be 
considered  in  any  infant  with  history  of  pneumonia  and 
recurrent  respiratory  symptoms  despite  antibiotic  treat- 
ment. A conservative  medical  management  after  pecuta- 
neous  needle  intracavitary  aspiration  resulted  in  com- 
plete recovery  of  this  infant  without  complications. 

Resumen:  La  incidencia  de  las  complicaciones  pul- 

monares de  neumonía  ha  disminuido  en  proporción  con  la 
introducción  de  nuevos  y más  eficaces  agentes  antimicro- 
bianos. En  los  últimos  20  años  se  han  informado  solamente 
60  casos  nuevos  de  abscesos  pulmonares  en  niños.  Es 
probable  que  muchos  de  los  casos  no  se  estén  informando. 
Eos  enfermos,  de  cualquier  edad,  que  sufren  de  neumonía 
pueden  desarrollar  complicaciones  tales  como  abscesos  y 
empiema.  Como  ejemplo,  presentamos  el  caso  de  un 
infante  de  10  meses  de  edad  con  un  absceso  pulmonar 
primario  debido  a Staphy  lococcus  aureus  con  una  respuesta 
satisfactoria  a los  agentes  antimicrobianos. 
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SE  VENDE 

URB.  SAN  ERANCISCO,  RIO  PIEDRAS 

CASA  EN  EXCELENTES  CONDICIONES,  NO 
NECESITA  REPARACIONES.  AMPLIA  SALA- 
COMEDOR,  4 DORMITORIOS,  3 BAÑOS, 
FOYER  EN  ESPEJOS,  AMPEIA  SAFA 
RECIBIDOR,  ESPACIOSO  SALON  DE  RECREO 
CON  LUJOSO  MUEBLE  DE  PARED,  BAR  EN 
ESPEJOS.  COCINA  23  X 10’  CON  ESPACIO 
PARA  COMER,  GABINETES  EN  TODA  LA 
CASA.  GARAJE  DOS  AUTOS  CON  PUERTAS 
ELECTRONICAS.  SOLAR  1812  METROS. 


80 


CARTAS  AL  EDITOR 


MAS  REFLEXIONES  SOBRE 
LA  ANESTESIOLOGIA 


Deseo  felicitar  al  Dr.  Miguel  Colón  Morales,  Director 
del  Departamento  de  Anestesia  del  Hospital  del  Maestro, 
por  su  carta  titulada  “Reflexiones  sobre  la  Anestesio- 
logía”. 

Con  el  propósito  de  suplementar  la  información 
provista  respecto  a los  anestesiólogos  disponibles,  deseo 
señalar  que  actualmente  en  Puerto  Rico  practican  143 
anestesiólogos  de  los  cuales  más  del  99%  tienen  entre- 
namiento en  instituciones  acreditadas.  En  contraste, 
practican  en  Puerto  Rico  1 ,500  cirujanos  y SOOobstetras 
ginecológicos,  surgiendo  una  gran  diferencia  numérica. 
El  World  Health  Organization  (WHO)  estima  como 
nivel  óptimo  la  relación  de  un  anestesiólogo  por  cada 
11,000  habitantes.  Actualmente  en  Estados  Unidos  la 
proporción  existente  es  de  uno  a 16,000  y en  Puerto  Rico 
de  uno  por  cada  21,000. 

Esta  situación  nos  hace  inferir  que  necesitamos  apro- 
ximadamente 147  anestesiólogos  adicionales  para  llegar 
al  nivel  óptimo  sugerido  por  WHO.  Nuestro  programa  de 
entrenamiento  en  el  Recinto  de  Ciencias  Médicas  tiene 
cabida  para  25  médicos,  egresando  anualmente  un 
promedio  de  6.  Durante  los  últimos  cuatro  años  las 
solicitudes  de  ingreso  al  programa  han  sobrepasado  la 
centena  y cada  año  la  selección  por  el  Comité  de 
Admisiones  es  más  árdua  ya  que  debe  seleccionar  entre 
todos  los  solicitantes  aquellos  que  satisfagan  los  criterios 
establecidos,  los  cuales  se  han  diseñado  para  reclutar 
exclusivamente  personas  de  excelencia  profesional  y 
académica.  Esta  tendencia  indudablemente  llevará  a 
niveles  óptimos  la  calidad  de  los  egresados  de  nuestro 
programa,  la  cual  siempre  hemos  considerado  excelente. 

A pesar  de  este  gran  interés  en  la  anestesiología  y de  la 
excelencia  de  los  participantes  en  nuestro  programa,  el 
futuro  para  los  egresados  no  es  muy  positivo.  Las  razones 
por  las  cuales  la  motivación  quizás  no  sea  mejor,  las 
puedo  atribuir,  entre  otras,  a las  siguientes  circunstancias; 

1-  En  los  hospitales  privados  las  posiciones  de  los 
anestesiólogos  son  cubiertas  por  personal  no  médico 
debido  a la  reducción  en  costo  que  esto  conlleva. 

2-  La  mayoría  de  los  hospitales  privados  tienen 
talleres  cerrados  para  los  anestesiólogos  ya  establecidos  y 


aquellos  que  logran  tener  acceso,  deben  hacerlo  por  lo 
general  aceptando  términos  de  empleo  desventajosos. 

3-  Los  hospitales  públicos  con  pocas  excepciones  no 
proveen  seguridad  debido  a las  negociaciones  anuales  de 
contratos,  las  cuales  pueden  dejar  desempleados  sin 
previo  aviso  a individuos  que  estuvieron  trabajando 
adecuadamente  durante  uno  o más  años. 

4-  Las  aseguradoras  pagan  el  servicio  del  anestesió- 
logo sin  considerar  el  factor  tiempo;  meramente  se  paga 
una  porción  de  los  honorarios  del  cirujano.  Además,  lo 
que  se  paga  por  unidad  es  irisorio  comparado  con  el  costo 
de  vida  y los  ingresos  de  otros  médicos  especializados. 

5-  El  incremento  en  las  demanda  por  impericia 
profesional  coacciona  a los  que  opten  por  especializarse 
en  un  área  sujeta  continuamente  a demandas  frívolas. 

6-  La  dificultad  de  conseguir  seguros  de  impericia 
profesional  con  cubiertas  que  realmente  protejan  al 
anestesiólogo  de  las  sentencias  que  hoy  día  se  están 
imponiendo. 

Las  circunstancias  previamente  señaladas  son  algunas 
de  las  que  afectan  o merman  el  interésen  nuestra  especiali- 
dad. Sin  embargo,  deseo  establecer  que  el  problema  es 
realmente  uno  de  proporción  numérica,  no  uno  de 
competencia  y cualificación.  Es  nuestro  objetivo  mejorar 
dicha  proporción  y la  calidad  profesional;  sin  embargo, 
es  necesario  armonizar  la  consecusión  de  dichos  fines  con 
la  realidad  económica  que  confronta  el  anestesiólogo 
recién  egresado. 

José  L.  Jiménez  Vélez,  M.D. 

Catedrático  y Director 
Departamento  de  Anestesiología 
Escuela  de  Medicina 
Universidad  de  Puerto  Rico 


TRASPLANTE  DE 
CORAZON  Y PULMON 


Ya  para  la  segunda  mitad  de  la  década  de  los  1950, 
apenas  cinco  años  después  de  inaugurada  la  Escuela  de 
Medicina  de  Puerto  Rico,  el  Laboratorio  de  Cirugía 
Experimental  estaba  funcionando  a todo  vapor  movido 
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por  el  gran  entusiasmo  de  aquel  gran  maestro  que  fue 
Frank  Raffucci. 

En  la  parte  de  trasplante  cardíaco  el  Dr.  Gumersindo 
Blanco  dirigía  experimentos  seminales.  No  tanto  sus 
extensos  conocimientos  y preparación  en  cirugía  sino  su 
genial  imaginación  fueron  los  nobles  padrinos  que  le 
permitieron  incluirse  en  el  grupo  de  los  pioneros  de  la 
cirugía  cardíaca.  Sus  experimentos  seminales  en  tras- 
plante de  corazón  y pulmón  fueron  uno  de  los  eslabones 
en  la  cadena  histórica  universal  de  los  trasplantes cardio- 
pulmonares.  Estos  estudios  a los  cuales  alude  nuestro 
admirado  compañero  el  Dr.  José  Manuel  Torres 
Gómez,  en  su  reciente  carta  al  editor,  se  publicaron  en  el 
AMA  Archives  of  Surgery  de  enero  de  1958,  Volumen  76, 
p.  20-23,  con  el  título  de  “Complete  Homotransplanta- 
tion  of  Canine  Heart  and  Lungs”  y con  los  siguientes 
autores:  Gumersindo  Blanco,  Alberto  Adam,  David 
Rodríguez- Pérez,  y Agustín  Eernández.  En  ese  artículo  se 
describe  una  técnica  casi  idéntica  a la  que  es  usada 
actualmente  en  los  trasplantes  clínicos.  El  artículo  había 
sido  sometido  para  publicación  en  mayo  20  de  1957  y 
resumía  experimentos  hechos  en  un  período  anterior  a 
éste.  Es  de  notar  que  además  de  indicar  los  aspectos 
quirúrgico,  ya  el  grupo  de  autores  apunta  con  claridad  a 
los  problemas  inmunológicos  envueltos  en  trasplante 
(que  todavía  existen  hoy  día),  y al  posible  impacto  que 
tendría  este  tipo  de  operación  en  la  práctica  clínica  de 
enfermedades  del  corazón. 

Este  fue  un  período  de  tiempo  muy  productivo  en  el 
cual  se  aglutinaron  mentes  interesantes  e innovadoras. 
Debemos  mucho  al  genio  e inventiva  del  Dr.  Gumersindo 
Blanco.  Honor  a quien  honor  merece. 

David  Rodríguez-Pérez,  MD 

Eduardo  A.  Santiago-Delpín,  MD 


HEMODIALISIS 
TRASTORNOS  DE  CONDUCTA 


El  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 

correspondiente  al  mes  de  agosto  de  1985  contiene  un 
interesante  trabajo  sobre  el  perfil  psicológico  de  los 
pacientes  bajo  hemodiálisis,  suscrito  por  los  doctores 
I.V.  Loperena  y A.M.  Betancourt-Llambías. 

Ciertamente,  los  problemas  que  plantea  la  hemodiáli- 
sis son  complejos  y no  debemos  olvidar  que  el  gran  pro- 
tagonista del  comportamiento  es  la  neurona,  sometida  a 
cambios  que  aparecen  en  el  medio  intersticial.  Nos 
referimos  a la  barrera  hemato-encefálica,  encargada  de 
mantener  la  homeostasis  del  plasma  intersticial  y su 
alteración  en  los  enfermos  con  fallo  renal  crónico. 
Sabemos  que  estos  pacientes  siempre  van  a tener  unas 
tasas  alteradas  en  los  metabolitos  de  desecho  metabólico 
(urea,  creatinina,  electrolitos). 

Las  pérdidas  marcadas  en  la  concentración  del  potasio 


del  plasma  en  el  hombre,  conducen  a la  apatía,  anorexia  y 
confusión  mental  por  un  trastorno  ácido  base.  Nosotros 
hemos  descrito  un  síndrome  de  hipoglucemia  relativa  en 
hemodiálisis:  complejos  punta-onda  en  enfermos  some- 
tidos a hemodiálisis  luego  de  6 meses  bajo  tratamiento.' 
Hemos  sugerido  que  este  comportamiento  se  debe  a una 
disminución  de  la  barrera  hemato-encefálica  en  su 
capacidad  de  transporte  de  glucosa  desde  el  plasma  hacia 
el  cerebro. 

El  problema  es  interesante  y el  artículo  de  Loperena  y 
Betancourt  nos  señala  la  importancia  de  los  aspectos 
psicológicos  no  bien  estudiados  hasta  el  presente.  Subs- 
cribimos la  opinión  de  los  autores  en  el  sentido  de  que 
“este  tratamiento  provee  un  campo  vasto  para  la  investi- 
gación de  psicopatología  orgánica  y funcional.”  Posible- 
mente, estemos  frente  a un  problema  que  incluya  tanto  la 
encefalopatía  hepática,  como  la  barrera  hemato-encefálica. 


Cecilio  Font,  M.D. 

San  Sebastián,  Puerto  Rico 


1.  Font  C,  Plagaro-Cordero  ME:  Electroencefalografla  de  hemodia- 
lisis.  Laboratorio  (Granada)  1984;  77:379-394 
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SOCIOS  NUEVOS 


ACTIVOS 


¡ Cátala  Barrera,  Alberto  E,  MD  - Escuela  de  Medicina 
Universidad  de  Valencia,  España,  1972.  Obstetricia  y 
Ginecología.  Ejerce  en  Isabela. 

Díaz  Rodríguez,  Zenaida,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1976. 
Urología.  Ejerce  en  Hato  Rey. 

Guzmán  Vírella,  José  R.  M - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico,  1976.  Urología.  Ejerce  en 
Bayamón. 

Huertas  Ortiz,  Alfredo  MD  - Escuela  de  Medicina 
Facultad  Médica  de  Zaragoza,  España,  1980.  Medicina 
General.  Ejerce  en  San  Juan. 

López  Mujica,  Ricardo  MD  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico,  1978.  Radioterapia.  Ejerce 
en  Río  Piedras. 

Micheo  Martínez,  William  F.  MD  - Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1982.  Medicina  Física  y 
Rehabilitación.  Ejerce  en  Bayamón. 

Puras  Báez,  Antonio  MD  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico,  1971.  Urología.  Ejerce  en 
Hato  Rey. 

Ramírez  González,  Rafael  E MD  - Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1964.  Medicina  Interna 
y Nefrología.  Ejerce  en  San  Juan. 

Ramos  Mercado,  José  Enrique  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1976. 
Cardiología.  Ejerce  en  Hato  Rey. 

Rivera  Labarca,  Edgardo  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana  1975.  Medicina  General.  Ejerce  en  Yauco. 

Tomé  Díaz,  José  M.  MD  - Escuela  de  Medicina 
Universidd  de  Zaragoza,  España,  1951.  Radioterapia. 
Ejerce  en  Río  Piedras. 

Tort  Sola,  César  MD  - Escuela  de  Medicina  Universidad 
Central  del  Este,  República  Dominicana,  1977.  Oftalmo- 
logía. Ejerce  en  Caguas. 


Vélez,  Moraima  MD  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico,  1970.  Fisiatría.  Ejerce  en 
Ponce. 


INTERNO-RESIDENTE 


Cabán  del  Pilar,  Francis  A.  MD  - Escuela  de  Medicina  de 
la  Universidad  de  Puerto  Rico,  1984.  Dermatología. 


REINGRESOS 


Coiberg,  Rebekab  E.  MD  - Escuela  de  Medicina  Univer- 
sidad Autónoma  de  México,  1953.  Psiquiatría.  Ejerce  en 
Río  Piedras. 

De  Jesús  González,  Nydia  R.  MD  - Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1955,  Anestesiología. 
Ejerce  en  San  Juan. 


Vázquez  Figueroa,  Samuel  MD  - Escuela  de  Medicina  de 
la  Universidad  de  Puerto  Rico,  1981.  Pediatría.  Ejerce  en 
Cayey. 
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ASOCIACION 
PUERTORRIQUEÑA 
DEL  CORAZON 


MODIFICACION  DE  UN  FACTOR  DE  RIESGO 
DE  CARDIOPATIA  CORONARIA  EN  EL  NIÑO: 
EL  HABITO  DE  FUMAR 


El  Comité  de  Arterioesclerosis  e Hipertensión  del 
Consejo  de  Enfermedades  Cardiovascular  en  el  Joven, 
perteneciente  a la  Asociación  Americana  del  Corazón, 
hace  recomendaciones  para  prevenir  el  hábito  de  fumar 
en  niños  y adolescentes.  Estas  aparecen  publicadas  en  la 
revista  Cii cu/ation  de  noviembre  de  1986, 

El  hábito  de  fumar  en  los  Estados  Unidos  ha  mostrado 
una  tendencia  a disminuir  en  hombres  jóvenes  y adultos  y 
se  ha  estabilizado  en  mujeres  jóvenes.  Esto  sugiere  que  los 
patrones  de  conducta  se  han  modificado,  en  gran  parte, 
como  consecuencia  de  los  múltiples  mensajes  educativos 
presentados  tanto  en  el  hogar  como  en  las  escuelas  y en 
las  oficinas  médicas.  Sin  embargo  el  cigarrillo  sigue 
siendo  la  primera  causa  de  muerte  que  se  puede  evitar  en 
los  Estados  Unidos,  donde  uno  de  cada  cuatro  fumadores 
muere  prematuramente  por  el  hábito  de  fumar. 

La  Asociación  Americana  del  Corazón,  junto  a sus 
afiliadas  y los  proveedores  de  la  salud  deben  conceder  la 
más  alta  prioridad  a prevenir  y evitar  el  hábito  de  fumar. 
El  éxito  de  la  mayor  parte  de  los  programas  para  hacer 
que  los  adultos  dejen  de  fumar  no  ha  sido  muy  significa- 
tivo. La  mejor  estrategia  para  eliminar  este  problema 
mayor  de  Salud  Pública  parece  ser  el  evitar  que  los 
adolescentes  se  inicien  en  el  hábito  de  fumar. 

Los  médicos  y otros  profesionales  dedicados  al 
cuidado  de  la  salud  de  niños  y adolescentes  pueden  tratar 
de  lograr  estos  objetivos  de  varias  maneras: 

1 . Los  médicos  y los  profesionales  de  enfermería  deben 
dar  el  ejemplo  de  no  fumar  y prohibir  el  que  se  haga 
en  sus  oficinas. 

2.  Se  debe  discutir  la  importancia  de  dejar  el  hábito  de 
fumar,  ya  que  al  no  hacerlo,  los  adolescentes  pueden 


interpretarlo  como  una  aprobación  a ignorar  sus 
peligros. 

Cuando  los  médicos  y los  profesionales  de  la 
enfermería  hablan  con  los  jóvenes  sobre  los  riesgos 
de  fumar,  deben  enfatizar  los  efectos  a corto  plazo, 
tales  como  el  efecto  en  la  apariencia  física,  en  el 
aliento  y la  dentadura,  el  olor  que  deja  el  tabaco  en  la 
ropa  y el  cabello,  además  del  deterioro  que  causa 
sobre  la  condición  atlética.  El  mencionar  los  riesgos 
de  fumar  a largo  plazo  pueden  tener  poco  impacto  en 
la  prevención  o descontinuación  del  hábito  de  fumar. 
Los  proveedores  de  la  salud  deben  promover  el 
desarrollo  de  programas  para  prevenir  el  hábito  de 
fumar  en  las  escuelas,  particularmente  aquellos 
progrmas  que  tienden  a combatir  las  presiones  que 
ejerce  la  sociedad  sobre  los  jóvenes  para  iniciar  el 
hábito  de  fumar. 


ACP  COMPARES  STANDARD  AND 
COMPUTERIZED  TOMOGRAPHY  FOR 
EVALUATING  CHEST  DISEASE 


Computerized  tomography  (CT)  may  have  unne- 
cessarily replaced  standard  tomography  (ST)  as  a 
procedure  to  evaluate  some  chest  diseases,  according  to  a 
statement  by  the  American  College  of  Physicians 
(ACP) — the  nation’s  largest  medical  specialty  society. 

In  an  article  appearing  in  the  December  Annals  of 
Internal  Medicine,  the  College’s  monthly  journal,  ACP 
noted  that  although  CT  is  higher  in  cost  and  radiation 
exposure  than  ST,  computerized  chest  scans  were 
performed  nearly  10  times  as  often  as  standard  scans  in 
1984. 

TTie  article  — developed  as  part  of  ACP’s  Clinical 
Efficacy  Assessment  Project  (CEAP) — stated  that  about 
57,000  hospitalized  patients  in  the  United  States  received 
CT  scans  while  some  6,000  received  ST  scans  during  the 
same  period.  Both  scanning  techniques  are  often 
performed  to  avoid  riskier  invasive  procedures. 

CEA  P’s  recommendations  were  based  on  a detailed 
review  of  test  performance  studies  and  a close  inspection 
of  the  sensitivity  and  specificity  of  each  procedure,  as 
reported  in  medical  literature  through  April  1985. 

Sensitivity  is  the  probability  a test  or  procedure  result 
will  be  positive  when  disease  is  present.  Specificity  is  the 
probability  a test  or  procedure  result  will  be  negative 
when  disease  is  not  present. 

CEAP  recommended  ST  for  detecting  mediastinal 
metastases  resulting  from  lung  cancer.  CEAP  also 
recommended  ST  for  patients  who  probably  do  not  have 
hilar  metastases,  but  said  CT  is  justified  if  there  is  a 
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greater  probability  the  patient  does  have  hilar  metastases. 

CEAP  also  stated  CT  is  the  preferred  method  for 
detecting  caleifieation  in  solitary  nodules  in  the  lung. 

However,  current  medical  practices  differ  from  these 
guidelines,  noted  CEAP,  indicating  transitions  to  newer 
technologies  often  occur  without  sufficient  scientific 
support.  Regarding  CT  and  ST,  CEAP  stressed  the  need 
for  carefully  designed,  multi-institutional  comparative 
studies  of  radiographic  procedures. 

Through  CEAP,  ACP  evaluates  medical  tests,  proce- 
dures and  therapies,  and  makes  recommendations  for 
their  use  based  on  safety,  efficacy  and  cost. 

CEAP  was  originally  organized  in  1976  in  cooperation 
with  Blue  Cross/Blue  Shield’s  Medical  Necessity  Project 
to  identify  outmoded  tests  to  eliminate  reimbursements 
for  unnecessary  medical  procedures.  Recognizing  the 
need  for  complete  and  accurate  technology  assessment 
on  a continuing  basis,  ACP  established  a formal  program 
in  1981  with  a three-year  grant  from  the  John  A. 
Hartford  Eoundation.  Current  project  contributors  are 
the  Allstate  Foundation,  Metropolitan  Life  Foundation, 
and  the  Blue  Cross  and  Blue  Shield  Association. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


AAP  RECOMMENDS  SUPPLEMENTAL 
FLU  VACCINE 


The  American  Academy  of  Pediatrics’  (AAP)  Com- 
mittee on  Infectious  Diseases  recommends  that  children 
at  high  risk  for  infection  from  influenza  virus  receive  both 
the  new  and  old  influenza  vaccines  to  protect  against 
both  strains  of  the  virus. 

The  AAP’s  recommendations,  published  in  the 
November  issue  of  AAP  News,  explain  that  due  to  an 
antigenic  drift  in  the  influenza  virus,  a new  strain  has 
spread  to  the  U.S.  and  this  strain  is  different  enough  from 
that  contained  in  the  previously  available  (trivalent) 
vaccine  to  warrant  the  administration  of  a new  vaccine. 
“The  current  (trivalent)  vaccine  may  not  confer  much 
protection  against  influenza  caused  by  the  new  type,”  the 
Committee  statement  says. 

The  high  risk  group,  according  to  the  Committee,  is 
made  up  of  children  over  the  age  of  six  months  who  have 
chronic  conditions  such  as  cardiac  or  pulmonary  disease. 
Normal  children  also  may  receive  the  vaccines  at  the 
discretion  of  their  physician.  In  some  children,  two 
immunizations  may  be  required. 

“It  is  anticipated  that  side  effects  and  efficacy  of  the 
new  vaccine  will  be  similar  to  the  current  vaccine,”  the 
statement  says.  The  current  vaccines  have  been  shown  to 
be  effective,  safe  and  associated  with  minimal  side  effects, 
in  contrast  to  be  previously  available,  less  purified, 
inactivated  vaccines. 


EXPIRED  IPECAC  SYRUP  STILL  AN 
EFFECTIVE  AGENT 


Most  people  are  wary  of  using  expired  products  or 
medications,  but  a recent  study  shows  that  ipecac  syrup 
— used  to  induce  vomiting — is  still  100  percent  effective 
up  to  four  years  after  the  expiration  date  on  the  bottle. 

The  study,  conducted  over  a six-month  period  at  the 
Massachusetts  and  New  Hampshire  Poison  Centers  and 
published  in  December’  Pediatrics,  the  journal  of  the 
American  Academy  of  Pediatrics  (AAP),  looked  at  200 
patients  treated  with  expired  ipecac  syrup  and  200  treated 
with  unexpired  ipecac  syrup.  Nearly  all  of  the  patients 
were  under  six  years  of  age. 

On  the  average,  it  took  about  25  minutes  for  both  the 
expired  and  unexpired  ipecac  syrup  to  take  effect. 
Approximately  90  percent  of  the  patients  in  both  groups 
vomited  with  the  first  dose.  Even  when  the  ipecac  syrup 
was  greater  than  four  years  past  the  expiration  date,  the 
average  time  for  the  patient  to  vomit  was  not  significantly 
different. 

“The  oldest  ipecac  syrup  in  our  study  was  more  than  1 6 
years  old,  and  it  induced  (vomiting)  in  less  than  20 
minutes,”  the  researchers  wrote.  Some  of  the  bottles  did 
not  have  expiration  dates  on  the  label. 

Ipecac  syrup  is  used  to  induce  vomiting  in  children  and 
adults  who  have  swallowed  some  kind  of  poison.  Because 
pediatricians  and  poison  control  centers  recommend  the 
purchase  of  ipecac  syrup  prior  to  the  time  it  might  be 
used,  the  probability  increases  that  expired  ipecac  syrup 
is  present  in  homes  throughout  the  U.S.,  the  researchers 
explained. 

Factors  that  did  not  affect  the  medicine’ efficacy  in  this 
study  included  the  patient’s  age  or  sex,  the  product 
manufacturer  and  whether  or  not  the  bottle  had  been 
opened 

The  most  common  substances  ingested  by  the  400 
people  studied  were  over-the-counter  medications:  pain 
killers,  allergy  and  cold  preparations,  and  vitamins. 

Although  no  major  side  effects  were  observed  in  the 
children  given  the  expired  ipecac  syrup,  the  researchers 
do  not  advocate  using  the  expired  medicine.  “But  in 
situations  in  which  its  use  seems  the  most  viable 
alternative,  expired  ipecac  syrup  was  found  to  be 
effective,”  the  researchers  said. 


The  American  Academy 
of  Family  Physicians 


SEX  EDUCATION  VITAL  TO  CURB  AIDS,  OTHER 
YOUTH  HEALTH  THREATS,  FAMILY 
PHYSICIAN  GROUP  SAYS 


America’s  family  doctors  today  announced  their 
support  and  assistance  to  Surgeon  General  C.  Everett 
Koop’s  initiative  against  AIDS  through  effective  sex 
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education  in  schools. 

The  Surgeon  General’s  report,  released  in  late 
October,  called  for  more  effective  educational  programs 
at  the  earliest  appropriate  grade  levels  to  begin  to  stem 
the  AIDS  epidemic.  Officials  at  the  federal  Centers  for 
Disease  Control  in  Atlanta  have  announced  they  will 
fund  such  education  programs  to  the  extent  of  10  million 
dollars  this  year. 

“We  strongly  support  Dr.  Koop’s  recommendation 
for  comprehensive  education  in  human  sexuality  at  grade 
levels  as  low  as  elementary  schools,”  said  Dr.  Robert  H. 
Taylor,  president  of  the  57,000-member  American 
Academy  of  Family  Physicians.  “AAFP  is  very  pleased 
to  join  with  other  major  advocates  of  AIDS  education, 
including  the  Institute  of  Medicine  of  the  National 
Academy  of  Sciences  and  the  National  School  Boards 
Association,  in  backing  this  effort. 

“AIDS  is  taking  us  quickly  beyond  waiting  until  our 
children  are  in  high  school  or  beyond  to  teach  the  funda- 
mentals of  human  sexuality,  its  hazards  as  well  as  its 
joys.” 

He  noted  that  the  disease,  which  attacks  the  body’s 
immune  system,  is  fast  becoming  a risk  to  the  hetero- 
sexual population  as  well  as  homosexuals  and  drug  users 
who  use  needles.  Without  effective  control,  he  added,  it 
could  become  “everybody’s  disease,”  and  we  have  to  find 
ways  to  help  our  children  protect  themselves;  they  need  to 
have  facts  about  the  causes  of  AIDS  early  in  life  in  order 
to  avoid  it  later. 

“The  clear  ‘take  home’  message  from  the  Surgeon 
General’s  report  is:  without  effective  preventive  measures, 
AIDS  may  well  spread  throughout  the  sexually-active 
population  of  America  just  like  any  other  venereal 
disease,”  the  medical  leader  said.  “The  difference  is  that 
scientists  tell  us  that  25  percent  of  those  who  become 
infected  with  the  AIDS  virus  will  develop  AIDS.  And 
currently  there  is  no  effective  treatment  for  this  disease, 
which  is  now  considered  to  be  universally  fatal.” 

Dr.  Taylor,  of  Spartanburg,  S.C.,  explained  that  at  the 
same  time  the  AAFP  shares  the  growing  concern 
regarding  the  threat  of  AIDS  to  society,  it  also  believes 
that  doing  a good  job  of  sex  and  health  education  will 
directly  affect  other  major  problems  of  youth. 

He  added,  “It  also  is  important  to  bring  effective 
education  to  bear  on  other  widespread  and  serious 
sexually-related  problems.” 

To  strengthen  his  point  about  other  sex-related 
problems.  Dr.  Taylor  went  on:  “For  every  case  of  AI DS 
diagnosed  in  the  13-19  population  last  year,  there  were 
nearly  7,000  cases  of  syphilis  and  gonorrhea  and  nearly 
29,000  pregnancies  (among  15-19  year  olds).*  This  points 
up  the  breadth  of  our  educational  challenge.” 

The  South  Carolina  family  physician  pointed  out  that 
one  important  reason  for  addressing  pregnancy  in 
unmarried  teen-aged  women  is  the  problem  oflow-birth- 
weight  babies  which  occur  disproportionately  among 
teenagers. 


*This  computation  is  based  on  a comparison  of  1985  AIDS  and  STD 
diagnoses  and  1980  pregnancy  data  (the  last  year  available)  from  the 
Centers  for  Disease  Control. 


Dr.  Taylor  was  a member  of  the  Southern  Governors 
Association  Task  Force  on  Infant  Mortality  which, 
among  other  health  matters,  addressed  the  problem  of 
low-birth-weight  children  of  teen-aged  mothers.  He 
spoke  to  the  AAFP’s  Congress  of  Delegates  about  the 
task  force’s  findings  in  his  vice-presidential  address  in 
1985.  The  AAFP  governing  body  subsequently  directed 
that  the  report  be  distributed  to  all  AAFP  chapters. 

“All  these  problems  can  be  reduced  through  effective 
educational  programs,”  he  stated.  “Our  feeling  is  that 
this  is  a more  balanced,  total-health-based  approach  than 
even  the  report  advocates.” 

Dr.  Taylor  said  that  his  organization,  whose  members 
practice  in  most  cities,  towns  and  crossroads  throughout 
the  nation,  is  requesting  these  physicians  to  provide 
medical  expertise  to  local  school  boards  to  establish 
appropriate  health  and  sex  education  programs  in 
schools.  He  noted  that  the  AAFP  hopes  at  the  same  time 
to  work  with  the  Public  Health  Service  and  the  Surgeon 
General  in  stimulating  grassroots  activities. 
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CHOLESTEROL-HEART  DISEASE  LINK 
CONTINUOUS,  GRADED:  MRFIT  STUDY 


LIMITED  DENTAL  TREATMENT  SAFE  FOR 
RECENT  MI  VICTIMS 


Sufferers  of  acute  myocardial  infarction  (MI,  or  heart 
attack)  often  are  advised  against  undergoing  dental 
procedures  for  at  least  six  months.  But  a report  in  the 
November  Archives  of  Internal  Medicine  indicates  limited 
dental  anesthesia  and  dental  procedures  are  safe  for 
people  who  have  suffered  recent,  uncomplicated  Mis. 
Guillermo  Cintron,  MD,  of  the  University  of  South 
Florida  College  of  Medicine,  and  colleagues  studied  40 
patients  who  underwent  local  anesthesia  and  various 
dental  procedures  within  three  weeks  of  an  ML  The 
patients’  heart  rate,  blood  pressure,  electrocardiograms 
and  symptoms  were  closely  monitored.  The  authors 
report  no  significant  hemodynamic  changes  or  cardio- 
vascular complications,  noting  the  limited  dental 
anesthesia  and  procedures  were  well-tolerated. 


KIDNEY  TRANSPLANT  PATIENTS  SHOULD  BE 
MONITORED  FOR  SKIN  CANCER 


Kidney  transplant  recipients  and  other  patients  on 
immunosuppressive  drugs  are  at  increased  risk  of 
developing  malignancies  — often  skin  cancers — and 
should  be  closely  monitored  for  this  problem,  notes  a 
study  in  the  November  Archives  of  Dermutolo^v. 
Aditya  K.  Gupta,  MD,  and  colleagues  at  the  University 
of  Toronto,  studied  523  white  renal  transplant  patients 
— one  of  the  largest  studies  of  its  kind  in  North 
America — and  found  7.5  percent  of  them  developed 
malignancies,  72  percent  of  these  cutaneous  in  origin. 
Overall,  the  transplant  recipients  developed  skin  cancer 
3.2  times  as  often  as  the  general  population  and  had  a 
propensity  for  multiple  skin  cancers  at  an  earlier  age, 
especially  in  sun-exposed  areas.  “Immunosuppressed 
patients  should  be  followed  up  with  more  vigilance  than 
the  general  population  to  facilitate  early  diagnosis  ofskin 
cancer”  and  take  extra  precautions  regarding  sun 
exposure,  the  study  concludes. 


The  association  between  serum  cholesterol  and  fatal 
coronary  heart  disease  is  a continuous,  graded  one  that 
poses  a risk  to  a majority  of  middle-aged  American  men, 
not  just  those  with  higher  cholesterol  levels,  a study  in 
JAMA. 

The  study,  by  Jeremiah  Stamler,  MD,  of  the  Multiple 
Risk  Factor  Intervention  Trial  (MR f IT), and  colleagues, 
concludes  that  thechancesof  prematuredeath  from  heart 
disease  rise  steadily  with  rising  cholesterol  levels; 
conversely,  the  lower  the  serum  cholesterol,  the  lower  the 
heart  risk. 

The  cholesterol-heart  disease  link  is  well-known.  But 
the  MRFIT  study  sought  to  determine  whether  this  risk 
relationship  increases  steadily  with  higher  cholesterol 
levels  or  is  confined  to  the  upper  range  of  the  distribution. 

The  study  involved  more  than  356,000  men  aged  35  to 
57  years,  the  largest  cohort  to  undergo  standardized 
serum  cholesterol  measurements  and  long-term  morta- 
lity follo-up.  Baseline  data  was  collected  between  1973 
and  1975. 

The  study  examined  the  cholesterol-heart  di.sease 
death  rate  association  for  the  w hole  group,  analyzing  five 
levels  of  cholesterol  ranging  from  less  than  182  mg/dl.  to 
greater  than  245  mg/dL,  and  figuring  mortality  rates  for 
five-year  age  groups.  Smoking  and  blood  pressure  also 
were  take  into  account. 

“The  data...”  the  study  concludes,  “clearly  demonstrate 
that  for  American  men  aged  35  to  57  _\ears  in  1973  to 
1975,  the  relationship  between  .serum  cholesterol  and  six- 
year  risk  of  (coronary  heart  disease)  death  was  conti- 
nuous, graded  (dose-related)  and  strong...”  The  resear- 
chers say  this  pattern  held  for  smokers  and  non-smokers, 
hypertensive  and  non-hypertensive  men  studied. 

Overall,  ba.sed  on  data  for  all  356,()()()  subjects,  age- 
standardized  death  rates  were  29  percent  higher  for  men 
with  serum  cholesterol  of  182-202  mg/dL  than  for  those 
with  levels  below  182  ing/dL,  the  study  says.  Men  who 
measured  203-220  mg/dl.  had  death  rates  73  percent 
higher  than  those  at  the  lowest  levels. 

Of  all  heart  di.sease  deaths,  about  half  were  estimated 
to  be  excess  deaths  attributable  to  cholesterol  levels  of 
180  mg/dL  or  more,  and  almost  half  of  those  were  men 
whose  cholesterol  ranged  from  182-244,  the  researchers 
say.  “These  data...  show  that  the  relationship  between 
serum  cholesterol  and  (heart  disease)  is  not  a threshold 
one...  but  rather  is  a continuously  graded  one  that 
powerfully  affects  risk  for  the  great  majority  of  middle- 
aged  American  men,”  they  say. 

Cholesterol  levels  of  about  180  mg/dL  and  above  “are 
associated  with  increased  risk  for  middle-aged  American 
men,  and  not  only  levels  equal  to  or  greater  than  220  or 
240  mg/dL,”  the  study  says.  Therefore,  con fi ruing 
cholesterol-cutting  efforts  to  those  at  the  upperend  of  the 
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range  “has  only  a limited  potential  to  have  an  impact  on 
totality  of  excess  risk,”  the  researchers  caution. 

Such  an  approach  has  been  common  among  many 
physicians,  Basil  M.  Rifkind  and  Claude  Lenfant  of  the 
National  Heart,  Imngand  Blood  Institute  (NHI.Fil ),  say 
in  a related  editorial.  A 19X5  National  Institutes  of 
Health  C'onsensus  Conference  urges  a much  more 
aggressive  stance,  however,  that  “will  require  a consi- 
derable effort  on  the  part  of  physicians  and  other  health 
professionals,”  they  say. 

The  benefits  of  such  an  effort  already  are  documented. 
Several  clinical  trials  suggest  that  on  average,  each  I 
percent  drop  in  cholesterol  results  in  about  a 2 percent 
drop  in  coronary  heart  disease,  “a  relationship  of  consi- 
derable clinical  and  public  heath  significance,”  Rifkind 
and  Lenfant  say.  Another  MR  FIT  study  has  shown  that  a 
20  mg/dL  drop  in  cholesterol  levels  was  associated  with  a 
16  percent  decrease  in  heart  disease-related  mortality, 
they  add. 

./AAÍA  November  2<V,  1986 


HDL  CHOLESTEROL  PROVIDES  LASTING 
BENEFIT;  METHODS  OF  MEASURING 
CHOLESTEROL  VARY 


High-density  lipoprotein  (HDL)  cholesterol,  which  is 
a.ssociated  with  decreased  risk  for  coronary  heart  disease 
(CHD),  appears  to  provide  a lasting  protective  effect 
among  older  people,  according  to  a report  in  J.AMA. 
A .second  study  shows  that  blood  cholesterol  measure- 
ments vary  according  to  the  methods  used. 

The  first  study  is  based  on  a 12-year  follow-up  of  1,605 
participants  in  the  Framingham  Study  who  are  now  aged 
49  to  82  years;  total  and  HDL  cholesterol  levels  were 
determined  between  1969  and  1971  and  again  eight  years 
later.  “This  report  demonstrates  that  the  relationship 
between  the  fasting  HDL  cholesterol  level  and  subsequent 
incidence  of  CHD  does  not  diminish  appreciably  with 
time,”  observe  William  P.  Castelli,  MD,  and  colleagues. 
Castelli  is  with  the  Framingham  Epidemiology  Research 
Section  of  the  National  Heart,  Lung  and  Blood  Institute, 
Framingham,  Mass. 

The  researchers  used  a proportional  hazards  model  to 
adjust  for  cigarette  smoking,  weight,  alcohol  consump- 
tion, blood  glucose,  total  cholesterol,  and  blood  pressure. 
“It  is  concluded  that  even  after  these  adjustments, 
nonfasting  HDL  cholesterol  and  total  cholesterol  levels 
are  related  to  development  of  CHD  in  both  men  and 
women  aged  49  years  and  older,”  the  researchers  say. 
“Study  participants  at  the  KOth  percentileof  HDLcholes- 
terol  were  found  to  have  halt  the  risk  of  CHD  developing 
when  compared  with  subjects  at  the  20th  pecentile  of 
HDL  cholesterol.” 

The  study  shows  that  nonfasting  HDL  cholesterol  isas 
useful  as  fasting  HDL  cholesterol  for  estimating  risk  of 
CHD,  and  it  illustrates  the  joint  predictive  potential  for 
HDL  and  total  cholesterol  levels  on  incidence  of  CHD  in 
persons  over  49  years.  A low  total  cholesterol  level  per  se 


does  not  necessarily  indicate  a low  risk  of  developing 
CHD,  the  researchers  say.  They  found  that  HDL  choles- 
terol is  strongly  inversely  associated  with  incidence  of 
CHD  at  all  levels  of  total  cholesterol,  even  those  below 
200  mg/dL. 

In  a second  study  in  the  same  JAMA  issue,  David  W. 
Blank,  MD,  of  the  National  Intitutes  of  Health  Clinical 
Center,  NIH,  Bethesda,  Md.,  and  colleagues,  report  that 
blood  cholesterol  values  may  vary  considerably  accord- 
ing to  the  laboratory  methods  used.  The  researchers 
explain:  “Since  the  data  from  the  Lipid  Research  Clinics 
(LRC)  have  been  u,sed  to  define  the  patient  population 
that  should  be  treated,  a comparison  of  LRC  cholesterol 
results  with  those  obtained  with  two  commonly  used 
clinical  laboratory  instruments  was  performed.” 

The  study  showed  that  both  the  Technicon  SMAC  and 
the  Du  Pont  aca  indicated  higher  cholesterol  levels  than 
did  the  LRC  method.  In  the  absence  of  rigorous 
interlaboratory  standardization,  the  researchers  suggest 
that  clinicians  use  their  table  that  provides  LRC  values 
and  equivalent  Technicon  SMAC  and  Du  Pont  aca 
cholesterol  values  at  the  therapeutic  decision  levels. 

JAMA  November  28.  1986 


NEW  DRUG  SHARPLY  REDUCES 
CHOLESTEROL  LEVELS 


A new  drug  that  appears  to  work  by  limiting  the 
cholesterol  synthesizing  process  can  cut  total  cholesterol 
levels  by  one-third  in  patients  with  non-familial  hyper- 
cholesterolemia, a study  in  JAMA. 

The  drug,  lovastatin,  also  slightly  raises  levels  of  heart- 
protecting  high-density  lipoprotein  (HDL)  and  modera- 
tely decreases  levels  of  triglycerides,  another  blood  lipid 
associated  with  heart  disease  at  higher  levels,  the  report 
by  the  Lovastatin  Study  Group  II  says.  Side  effects  were 
minimal. 

The  double-blind,  placebo-controlled  study  was 
conducted  at  five  U.S.  medical  centers  and  involved  101 
patients  with  non-familial  hypercholesterolemia,  a non- 
genetic  elevation  of  serum  cholesterol.  It  wascoordinated 
by  the  Merck  Sharp  and  Dohme  pharmaceutical  firm. 

Study  subjects  were  placed  on  drug  dosages  ranging 
from  10  to  80  mg  per  day  and  treated  for  a total  of  18 
weeks.  Patients  on  40  mg  doses  twice  daily  averaged  a 32 
percent  drop  in  total  cholesterol  and  a 39  percent  drop  in 
low-density  lipoprotein  (LDL),  higher  levelsof which  are 
associated  with  heart  disease. 

Of  patients  whose  cholesterol  levels  were  less  than 
300  mg/dL  prior  to  treatment,  58  percent  had  a 
reduction  in  total  cholesterol  toa  level  below  200 mg/dL, 
the  study  reports.  It  notes  a National  Institutes  of  Health 
Consensus  Development  Panel  recently  concluded  the 
ideal  serum  cholesterol  level  for  all  Americans  over  age 
30  years  is  200  mg/dL  or  less. 

The  report  says  HDL  levels  increased  in  patients 
receiving  t he  drug  at  dosages  of  5 to  40  mg  twice  a day, 
with  the  median  increase  13  percent  from  baseline  for 
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patients  in  the  40  mg  group.  Total  plasma  triglyceride 
levels  fell,  with  the  median  decrease  27  percent  in  the 
40  mg  group. 

The  report  says  the  most  effective  cholesterol-cutting 
drug  available  to  date  probably  is  cholestyramine,  which 
reduced  LDL  levels  1 1 percent  compared  with  placebo  in 
a seven-year  study.  Lowering  plasma  cholesterol  by  1 
percent  could  be  expected  to  reduce  the  heart  disease  rate 
by  2 percent,  the  study  concluded. 

“If  this  estimate  is  even  approximately  correct,”  the 
new  study  concludes,  “therapy  with  lovastatin,  which  at 
full  dosage  lowers  plasma  cholesterol  levels  by  a mean  of 
more  than  30  percent  and  in  addition  raises  (HDL)  levels, 
could  be  expected  to  substantially  reduce  the  risk  of 
myocardial  infarction  (heart  attackf)  in  patients  with 
hypercholesterolemia.” 

In  a related  study,  Cara  East,  MD,  of  the  University  of 
Texas  Health  Science  Center,  Dallas,  and  Colleagues, 
report  using  lovastatin  to  bring  cholesterol  levels  down  to 
normal  in  a child  with  severe  hypercholesterolemia 
caused  by  a genetic  defect.  The  condition  resulted  in  the 
girl  receiving  a combined  heart-liver  tranplant  at  age  6 
years. 

Before  surgery,  the  child’s  total  cholesterol  level 
exceeded  1,000  mg/dL,  the  report  says.  After  the  trans- 
plant, it  dropped  to  about  300  mg/dL  and  fell  to  about 
170,  within  the  normal  range,  with  lovastatin  therapy. 
The  child’s  LDL  levels  also  fell  to  within  normal  limits. 

The  child  has  been  “remarkably  free  of  complications” 
since  the  transplant  and  has  maintained  her  lower 
cholesterol  levels,  the  report  says. 

JAMA  November  28,  1986 


CHILDHOOD  DIET  MAY  REDUCE  RISK  OF 
HEART  DISEASE 


Reducing  fat  intake  during  childhood  may  help  reduce 
the  risk  of  coronary  heart  disease  later  in  life,  according 
to  a commentary  in  JAMA. 

“Restriction  of  isolated  dietary  cholesterol  in  children 
is  not  warranted  at  present,”  says  Lewis  A Harness,  MD, 
adding,  “Lowering  total  fat  in  the  dietafter  1 to  2years  of 
age  and  avoiding  obesity  are  good  preventive  measures.” 
The  fat  and  cholesterol  present  in  human  milk  is 
important  for  the  growth  of  infants,  Harness  points  out. 
And,  unless  children  have  a family  history  of  hyperbetali- 
poproteinemia,  or  themselves  exhibit  errors  in  choles- 
terol metabolism,  dietary  cholesterol  probably  need  not 
be  restricted  in  childhood  or  adolescence. 

Harness  does  suggest  ideal  proportions  of  various  fatty 
acids,  however.  Noting  that  the  American  Heart 
Associatin  recommends  an  equal  amount  of  saturated, 
monounsaturated,  and  polyunsaturated  fatty  acids,  he 
concludes  that  evidence  from  several  studies  suggests  an 
“ideal”  proportion  of  saturates  2,  monounsaturates  3, 
and  polyunsaturates  1.  There  is  also  evidence  of 
decreased  atherosclerosis  in  some  who  consume  consi- 
derable amounts  of  n-3  fatty  acids,  he  says,  supporting 


the  need  for  further  study. 

Two  additional  articles  in  JAMA  describe  the 
unexpected  presence  of  coronary  heart  fisease  in  young 
soldiers  killed  in  action  in  recent  wars.  One  is  a 
“Landmark  Article,”  describing  postmortem  findings  of 
U.S.  soldiers  killed  in  action  in  Korea,  first  published  in 
JAMA  in  1953. 

Commenting  on  the  article.  Jack  P.  Strong,  MD,  notes, 
“A  study  now  under  way  is  designed  to  investigate 
directly  some  of  the  questions  posed  by  Enos  and 
colleagues  in  their  1953  discussion  of  the  possible  causes 
of  precocious  atherosclerosis  in  young  adults.”  The  study 
involves  15  laboratories  in  the  United  States  that  have 
collaborated  to  evaluate  3,000  sets  of  coronary  artieries 
and  aortas  from  15-  to  34-year-old  autopsied  accidental 
death  victims. 

“The  significance  of  this  1953  landmark  article  for 
physicians,  health  educators,  and  the  public  today  is  that 
the  answer  to  CHD  is  prevention  and  that  preventive 
measures  for  this  most  important  disease  process  must 
begin  early  in  life,”  Strong  concludes. 

JAMA  November  28,  1986 


AVERAGE  HOSPITAL  COSTS  FOR  AIDS 
PATIENTS:  BOSTON,  $50,380; 

SAN  FRANCISCO,  $41,499 


Estimates  of  average  medical  costs  for  AIDS  patients 
are  lower  than  previously  reported,  yet  they  may 
represent  1.2  to  2.4  percent  of  total  U.S.  personal  health 
care  expenditures  by  1991.  The  findings,  reported  in 
JAMA,  come  from  two  studies,  conducted  in  Boston  and 
San  Erancisco,  and  an  editorial  by  Ann  Hardy,  Dr  PH,  of 
the  Centers  for  Disease  Control  in  Atlanta. 

Estimates  of  total  lifetime  hospitalization  costs  per 
AIDS  patient  ($50,380  in  Boston  and  $41,499  in  San 
Erancisco)  are  much  lower  than  an  earlier  CDC  estimate 
of  $147,000,  observes  Hardy.  “These  lower  estimates  are 
encouraging,  but  AIDS  will  remain  an  expensive  disease 
to  treat.  Despite  reduced  cost  per  patient,  as  the  number 
of  patients  with  AIDS  increases,  so  will  the  total  health 
care  burden.” 

Without  a vaccine  or  definitive  cure.  Hardy  says  the 
Public  Hearth  Service  projects  that  74,000  new  AIDS 
cases  will  be  diagnosed  in  1991,  adding  to  an  existing 
7 1 ,000  patients.  The  estimated  direct  health  care  costs  for 
these  patients  will  be  between  $8  and  $16  billion. 

Hardy  predicts  increased  dependence  on  city,  state, 
and  federally  supported  health  care  programs,  since 
many  AIDS  patients  may  not  have  adequate  health 
insurance  coverage.  She  cites  the  need  for  additional 
specialists  trained  to  address  the  unique  medical, 
psychological  and  social  needs  of  such  patients.  Finally, 
there  is  an  increasing  need  for  alternatives  to  acute  care 
settings,  such  as  home  care,  hospices  and  long-term  care 
facilities. 

This  type  of  care  may  already  be  reducing  costs  in  San 
Francisco.  Anne  A.  Scitovsky,  MA,  of  the  Palo  Alto 
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(Calif.)  Medical  Foundation/Research  Institute,  and 
colleagues  note  in  their  study  that  part  of  the  reason  for 
lower  costs  per  patient  in  San  Francisco  may  be  that 
fewer  patients  are  drug  abusers  and  more  patients  have 
adequate  social  support.  Another  explanation  may  be 
that  more  patients  in  San  Francisco  have  Kaposi’s 
sarcoma,  which  can  be  treated  more  easily  than  other 
AIDS  symptoms. 

“Finally,  and  perphaps  most  important,  the  well- 
organized  gay  community  in  San  Francisco  may  well  be 
the  main  factor  explaining  the  lower  medical  care  costs  of 
patients  with  AIDS  in  San  Francisco,”  the  researchers 
say.  “Through  a number  of  voluntary  organizations 
— notably  the  Shanti  Project  and  the  AIDS  Foundation — 
support  services  are  provided  to  patients  with  AIDS  that 
very  likely  help  them  to  leave  the  hospital  sooner  or  to 
stay  out  of  the  hospital  completely.” 

The  San  Francisco  study  included  data  for  445  AIDS 
patients  admitted  to  San  Francisco  General  Hospital 
during  1984.  Mean  charges  per  hospital  admission  were 
$9,024,  and  mean  lifetime  inpatient  charges  of  patients 
with  AIDS  who  died  and  who  had  received  all  their 
inpatient  care  at  SFGH  were  $27,571.  After  adjusting  for 
longer  average  survival  time  (13  months  vs  the  7.5 
months  found  in  their  study)  and  increased  hospital  use, 
the  researchers  estimate  a lifetime  use  of  52.2  days  per 
patients  with  AIDS  and  an  average  lifetime  hospital  cost 
of  $41,499. 

In  the  Boston  study,  the  mean  cost  of  medical  carevwas 
$46,505  per  patient  per  year,  report  George  R.  Seage,  III, 
MPH,  of  the  Boston  Department  of  Health  and 
Hospitals,  and  colleagues.  Forty-two  (93.3  percent)  of  45 
AIDS  patients  were  hospitalized  at  least  once  during  the 
study  period,  which  lasted  a mean  of  7.5  months.  “The 
mean  length  of  stay  per  hospitalization  was  21  plus  or 
minus  19  days  (range,  one  to  95  days)...  Mean  cost  was 
$14,189  plus  or  minus  $12,791  per  hospitalization  (range, 
$921  to  $56,455).” 

“These  patterns  of  utilization  have  implications  for 
national  health  policy.  Assuming  a mean  life  expectancy 
of  13  months,  each  patient  with  AIDS  will  incur  an 
average  of  $50,380  of  health  care  expenditure  after 
diagnosis,”  they  predict. 

JAMA  December  12.  1986 


HEART  COMPLICATIONS  IN  CHILDREN 
WITH  AIDS 


Heart  abnormalities  have  been  reported  in  adults  with 
AIDS,  but  pediatric  AIDS  patients  should  be  monitored 
for  such  problems  as  well,  says  a report  in  the  December 
American  Journal  of  Diseases  of  Children.  Laurel  J. 
Steinherz,  MD,  of  Memorial  Sloan-Kettering  Cancer 
Center,  New  York,  and  colleagues  describe  a boy  who 
contracted  AIDS  congenitally  and  did  of  the  disease  at 
age  34  months.  The  child  developed  congestive  heart 
failure  three  months  after  AIDS  was  diagnosed.  This  was 
stabilized  but  tests  later  revealed  a variety  of  other 


problems,  including  valve  and  ventricular  abnormalities 
similar  to  those  seen  in  adults,  the  study  says.  It  notes  that 
the  cause  of  most  AIDS-related  heart  problems  remains 
unclear  and  suggests  that  children  with  AIDS  undergo 
the  same  periodic  ultrasound  heart  screening  as  has  been 
suggested  for  adult  patients. 


AIDS  OCCUPATIONAL  RISK  LOW,  EMOTIONAL 
TOLL  HIGH  AMONG  HOSPITAL  WORKERS 


The  presence  of  AIDS  virus  antibodies  among  hospital 
workers  in  Zaire  seems  unrelated  to  any  occupational 
exposure,  concludes  a study  in  JAMA.  Another  article  in 
JAMA  describes  the  emotional  strain  experienced  by 
residents  in  San  Francisco  who  care  for  large  numbers  of 
AIDS  patients. 

Jonathan  M.  Mann,  MD,  MPH,  of  Project  SIDA  in 
Kinshasa,  Zaire,  and  colleagues  tested  2,384  employees 
of  Mama  Yerno  Hospital  for  antibody  to  human 
immunodeficiency  virus  (HIV),  and  found  that  152(6.4 
percent)  were  seropositive  (had  antibodies  to  the  virus). 
“Prevalence  was  higher  among  women  than  among  men 
(8.1  percent  vs  5.2  percent);  in  women  peak  seropre- 
valence  (13.9  percent)  occurred  in  20-  to  29-year-olds,” 
the  researchers  say. 

“Workers  most  likely  to  be  seropositive  were  those 
who  were  relatively  young,  those  who  were  unmarried, 
those  reporting  a blood  transfusion  or  hospitalization 
during  the  previous  ten  years,  and  those  receiving 
medical  injections  during  the  previous  three  years,”  the 
report  notes.  “Medical,  administrative,  and  manual 
workers  had  similar  seroprevalence...  and  seropositivity 
was  not  associated  with  any  measure  ofpatient, blood, or 
needle  contact.” 

Although  the  researchers  were  unable  to  confirm  other 
risk  factors,  they  suggest  that  the  seropositive  workers 
were  exposed  to  the  virus  sexually,  through  reused 
needles,  or  through  blood  products.  Since  HIV  can  be 
transmitted  through  exposure  to  blood  and  possibly 
through  contact  with  other  bodily  fluids,  such  as  saliva, 
infection  is  a potential  hazard  for  health  care  and 
laboratory  workers.  However,  very  few  individual  cases 
of  AIDS  among  health  care  workers  have  been  reported. 

This  study  confirms  the  low  occupations  risk  for 
hospital  workers,  the  researchers  say,  since  approxima- 
tely 750  AIDS  patients  are  hospitalized  at  Mama  Yerno 
Hospital  each  year,  and  many  sanitary  precautions  used 
in  American  and  European  medical  centers  are  not 
available.  “Infection-control  measures  aimed  at  prevent- 
ing hepatitis  B virus,  HIV,  and  other  infections  should  be 
promoted  in  developing  countries,  rather  than  focusing 
on  identification  and  special  handling  of  HIV-infected 
patients,”  the  researchers  conclude. 

Although  the  biological  hazards  of  working  with 
AIDS  patients  have  been  discussed  often,  the  emotional 
burden  of  treating  them  has  received  scant  attention, 
suggests  an  article  from  the  JAMA  section  called  “A  Piece 
of  My  Mind.”  The  typical  caseload  of  a medical  resident 
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at  the  San  Francisco  General  Flospital  is  often  more  than 
50  percent  AIDS  related,  writes  Steven  D.  Pearson. 

“Learning  the  limits  of  medical  technology,  and  the 
ultimate  value  of  the  physician's  human  caring,  can  be 
valuable  insights  gained  from  such  experiences, but  often 
I have  seen  interns  turn  cold,  disinterested,  and  passive  in 
the  care  of  AIDS  patients,”  he  says.  “They  can't  give  of 
themselves  all  the  time;  they  can't  drop  too  much  of  their 
own  emotional  armor,  or  else  they  will  have  nothing  left 
to  defend  and  support  themselves.” 

Pearson  describes  treating  AIDS  patients  as  especially 
difficult  because  the  disease  is  severely  debilitating  and 
terminal,  yet  its  victims  are  usually  young.  As  other 
terminal  patients,  they  may  be  angry,  and  passive  or 
hostile  toward  physicians.  In  addition,  some  residents 
harbor  negative  feelings  about  gays  in  general  and  AIDS 
patients  in  particular.  Pearson  says  he  has  seen  many 
examples  of  concern  shown  by  his  peers  toward  their 
patients,  but  he  adds,  “it  is  to  protect  those  qualities  that  I 
write  of  the  many  forces  arrayed  against  them.” 

“Residents  and  students  need  more  emotional  support 
and  guidance  to  survive  the  burden  that  continues  to 
grow.  AIDS  is  here  to  stay.  As  we  continue  to  care  for  its 
victims,  it  is  time  we  turn  to  help  the  healers  as  well.” 

JAMA  December  12,  1986 


CYCLOSPORINE  AIDS  PSORIASIS  PATIENTS 
IN  DOUBLE-BLIND  STUDY 


A study  in  JAMA  reports  that  cyclosporine,  the 
immunosuppressive  drug  that  has  greatly  advanced 
organ  transplantation,  also  can  be  a highly  effective 
treatment  for  psoriasis. 

Seventeen  of  21  patients  in  the  double-blind  trial  had 
marked  improvement  or  complete  clearing  of  their 
psoriasis  after  four  weeks  of  high-dose  cyclosporine 
therapy,  says  the  study  by  Charles  N.  Ellis,  MD,  of  the 
University  of  Michigan  Medical  Center,  Ann  Arbor,  and 
colleagues.  Side  effects,  including  headache  and  hyper- 
tension, generally  were  transient  and  in  no  case  required 
cessation  of  therapy,  the  report  says. 

“Our  experience  with  cyclosporine  therapy  is  limited 
to  this  small  group  of  patients,”  the  study  concludes. 
“However,  we  believe  that  if  long-term  side  effects  are 
within  acceptable  limits,  cyclosporine  may  have  greater 
potential  for  the  treatment  of  psoriasis  than  other 
commonly  used  modalities.” 

All  patients  studied  had  severe,  chronic,  large  plaque- 
type  psoriasis  that  covered  more  than  20  percent  of  the 
body  and  failed  to  improve  satisfactorily  under  standard 
therapies.  The  study  subjects  were  randomly  assigned  to 
two  groups;  one  received  oral  cyclosporine  in  an  olive  oil 
and  glyceride  mixture  for  four  weeks,  the  other  the 
mixture  alones.  After  four  weeks,  the  double-blind 
portion  of  the  study  ended  and  patients  who  had  not 
received  cyclosporine  were  given  the  drug  for  another 
four-week  period. 

Of  1 1 patients  orginally  receiving  cyclosporine,  two 


had  complete  clearing,  six  improved  markedly,  two 
moderately  and  one  minimally  after  four  weeks.  The  10 
patients  who  got  the  olive  oil  and  glyceride  mixture  alone 
showed  no  change  or  minimal  improvement,  the  study 
reports.  When  the  untreated  patients  were  switched  to 
cyclosporine,  they  “demonstrated  impressive  improve- 
ment similar  to  that  seen  in  patients  who  initially  received 
only  cyclosporine.” 

Overall,  moderate  or  marked  improvement  or  total 
clearing  was  seen  in  20  of  21  patients  after  four  weeks  of 
therapy,  the  researchers  say.  In  addition,  they  report, 
“the  improvement  of  psoriasis  after  cyclosporine  admi- 
nistration has  a rapid  onset  of  action  (within  seven  days 
in  17  of  21  patients).  Furthermore,  many  patients  had 
subjective  improvement  within  24  hours  after  beginning 
cyclosporine  therapy.” 

Even  though  the  high  dosage  of  cyclosporine  used  in 
the  study  — 14/mg/kg/day — caused  “faster  improve- 
ment and  achieved  an  extent  of  improvement  as  good  as 
and  possibly  better  than  that  obtained”  with  other  treat- 
ments, this  dosage  level  is  unlikely  to  be  used  for  long- 
term therapy,  the  researchers  say.  “However,  the  high 
frequency  and  excellent  degree  of  clinical  response 
suggest  that  lower  doses  could  be  of  benefit,”  they  add, 
noting  some  study  evidence  to  this  effect  already  is 
available. 

The  researchers  also  note  that  cyclosporine's  effect  on 
psoriaris  likely  has  implications  for  understanding  the 
way  the  disease  works.  Because  the  drug  suppresses  the 
functions  of  T cells,  key  components  of  the  body's 
immune  system,  “psoriasis  may  have  an  immunologic 
basis  mediated  by  activated  T cells  and/or  other  immune 
cells,”  they  report.  This  could  have  implications  for  other 
inflammatory  skin  condition  in  which  helper  T cells  play 
a role,  they  add. 

JAMA  December  12,  1986 


91 


Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg,  I -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml) 


REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 


05 

X 

E 

E 


50 

40 

30 

20 

10 

1 2 3 4 5 6 7 


A Pulmonary  Artery  Mean  Pressure 
O Pulmonary  Artery  Wedge  Pressure 
□ Right  Atrial  Pressure 


J I I I I L 


Days 


Ten  potients  with  CHF  showed  marked  hemodynamic  improvement  otter  seven  doys  of 
BUMEX*(bumetanide/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  etol ' 


References:  1.  Olesen  KH,  etal  Postgrad  Med  J 51  6)  54-63,  1975  2.  Handler  B, 

Dhingra  RC,  Rosen  KM  J Ctm  Pharnnacol  21  706-71 1,  Nov-Dec  1981  3.  Broter  DC, 
etot  Ctm  Pharmacol  T/ier  34  207-213,  Aug  1983  4.  Brater  DC,  Fox  WR,  Chennavasin  P 
J Clin  Pharmacol  21  599-603,  Nov-Dec  1981  5.  Davies  DL,  etal  Clin  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX» 

bumetonlde/Roche 

O.S-mg,  1-mg  and  2-nng  scored  tablets. 

2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

BUMEX'^  (bumetonlde/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of  which  follows: 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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La  nueva  Gama  87  del  BMW  Serie  5 

ha  alcanzado  el  equilibrio  de  lo 
perfecto:  la  mecánica  más  avanzada, 
un  eficaz  sistema  de  seguridad 
activa  y pasiva,  un  equipamiento 
cuidadosamente  estudiado  y una 
calidad  que  llega  hasta  el  último 
detalle. 

Los  nuevos  BMW  Serie  5 Gama  87, 

ofrecen  en  su  distintas  motorizaciones 

un  suave  y cuidadoso  despliegue  de 
potencia  y un  verdadero  refinamiento 
de  marcha.  Equipado  con  los  más 
modernos  sistemas  electrónicos, 
una  gran  capacidad  y accesibilidad, 
un  auténtico  carácter  dinámico, 
poderoso  y deportivo. 

Entre  los  nuevos  BMW  Serie  5 Gama 

Vd.  puede  elegir  el  BMW  528  E, 

con  el  motor  “ETA”,  exclusivo 
de  BMW,  que  proporciona  gran 
potencia  y suavidad  con  un  menor 
consumo,  o bien  los  nuevos 
BMW  535i  y 535is,  que  consiguen 
con  su  potente  motor  de  6 cilindros, 
inyección  L-Jetronic,  una  aceleración 
de  0 a 60  m.p.h.  en  7,7”. 

Los  nuevos  535  Gama  87,  están 
equipados  con  “Computer”,  “Check 
Control”  “Digital  Motor  Electronic 
(DME)”  y el  sistema  antibloqueo  de 
frenos  ABS  que  controla  el  posible 
bloqueo  de  las  ruedas  en  las 
frenadas  más  violentas. 

Los  nuevos  BMW  Serie  5 Gama  87, 

son  para  aquellos  conductores 
que  saben  apreciar  las  condiciones 
y cualidades  necesarias  para 
triunfar,  una  auténtica  expresión 
de  su  propio  éxito.  Visítenos  y pruebe 
cómo  la  perfección  ha  llegado  a su 
máximo  equilibrio:  nuevos 
BMW  Serie  5 Gama  87. 


De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO, 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 

— MOTOCASA  INC. 

Bayamón.  Tel.  780-0345 
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“Trapped  Sun  and  Horse”  acrílico  de  48”  x 68”  de  John  Balossi.  El 
autor  nació  en  Staten  Island,  Nueva  York,  en  1931,  de  padres  italianos. 
Estudió  Artes  Gráficas  y Pintura  en  la  Escuela  Profesional  “The  School 
of  Painting  and  Sculpture”,  de  la  Universidad  de  Columbia.  En  I959se 
dedica  a la  escultura  en  metal,  principalmente  en  aluminio,  aunque 
también  desde  esa  época,  pinta,  dibuja  y graba.  En  1960  fija  su 
residencia  en  Puerto  Rico  y poco  después  es  nombrado  Profesor  de  Arte 
de  la  Universidad,  Recinto  de  Río  Piedras  donde  ha  desempeñado  los 
cargos  de  Director  de  la  Sala  de  Extensión  y Co-Director  del  Centro  de 
Diseño. 

Ha  expuesto  en;  Geejon  Gallery,  Nueva  York  (1957);  Ligoa  Duncan 
Gallery,  Nueva  York  (1958);  Ruth  White  Gallery,  Nueva  York  (1960  y 
sucesivos  años);  “La  Casa  del  Arte”,  San  Juan  (1961);  Museo  de  la 
Universidad  de  Puerto  Rico  (1961  y en  otros  años);  Ateneo 
Puertorriqueño  (1962);  Galería  Colibrí,  San  Juan;  Instituto  de  Cultura 
(1963);  J.  Walter  Thompson  Co.,  Nueva  York  (1964);  Galería 
Sudamericana,  Nueva  York;  Galería  Santiago,  San  Juan  ( 1966  y otros 
años);  Galleria  San  Marco,  Chiavari  (1966);  Museo  de  Arte,  Ponce 
(1967);  Galena  Jacques  Henry  Perin,  París  (1967);  Festival  de  Navidad 
del  Ateneo  (1967)»  Mención  de  Honor  en  Pintura,  Drew  University, 
Madison  (1968);  American  Academy  of  Arts  and  Letters,  Nueva  York 
(1968);  Instituto  de  Cultura  Puertorriqueña  (Grupo  “Borinquen  12”) 
(1969);  y en  las  tres  Bienales  de  San  Juan  del  Grabado  Latinoamericano 
(1970  a 19740. 

Sus  obras  se  encuentran  en  las  colecciones  públicas  de:  Museo  de 
Ponce,  Museo  de  Arte  Moderno,  de  Nueva  York;  Museo  de  la 
Universidad  de  Puerto  Rico;  Biblioteca  del  Congreso,  Washington, 
Museo  de  Bellas  Artes,  San  Juan;  Drew  University,  Madison,  New 
Jersey;  Chase  Manhattan  Bank,  Hato  Rey;  Museo  Finch  College, 
Nueva  York;  Departamento  de  Instrucción  Pública  de  Puerto  Rico; 
Banco  Popular,  San  Juan;  Shelley  Enterprises,  Nueva  York;  Banco  de 
Economías,  Puerto  Rico;  United  Federal  Savings,  Mayagüez;  Ruth 
White  Gallery,  Nueva  York  y otros. 

La  Junta  Editora  de  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  autor  y a la  Sra.  María  Rechany,  de  La  Casa  Amarilla  en 
Hato  Rey  su  interés  y constante  colaboración  con  nuestra  revista. 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians— in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783)  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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fSI  A message  from  the  Crune  Prevention  Coalition  and  the  Ad  Council 
nci  c 1966  The  Advertising  Council 


5iSe 


lo  you  feel  as  safe  in  your  neighborhood 
as  you  do  in  your  own  homo? 


Fred  McGillicudy  does. 
One  reason  is  because 
bis  neighbors  organized 
a Neighborhood  Watch 
and  a volunteer  escort 
service  for  Fred  and 
other  senior  citizens. 
For  more  information 
on  what  you  can  do 
to  help  make  your 


TAKE  A BITE  OUT  OF 


neighborhood  safer  for 
everybody,  write  to  me, 
McGruff®the  Crime  Dog, 
at  the  National  Crime 
Prevention  Council, 
733  15th  Street  NW, 
Dept.  M,  Washington, 
DC.  20005.  Because 
nobody  should  have  to 
feel  far  from  home. 


Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  it's  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.^  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  GlucotroP  (glipizide) 
prescribing  information  on  next  page. 


ROeRIG 

A cJiviSion  ol  Plizer  PhafnidceutiCJ'S 
New  VofK  New  York  ICHM  7 


Reference: 

1.  Sachs  R.  Frank  M,  Ftshman  SK  Overview  of  clinical  experience  with  glipizide  In  Glipizide  A Worldwide  Review 
Princeton,  NJ,  Excerpta  Medica,  1984,  pp  163-172 

GLUCOTROL*  (glipizide)  Tablets 

Brief  Summary  of  Prescribing  Information 

INDICATIONS  AND  USAGE;  GLUCOTROL  is  indicated  as  an  adjunct  to  diet  tor  the  control  of  hyperglycemia  in  patients 
with  non-insulin-dependent  diabetes  mellitus  (NIODM,  type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS;  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY:  The  administration  of  oral  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin.  This  warning  Is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGOP).  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  In  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  four  treatment  groups  {Disbetes, 
19.  supp.  2:747-830.  1970). 

UGDP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  alone  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  for  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGDP  study  provide 
an  adequate  basis  for  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  of  therapy. 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure. 

PRECAUTIONS:  Renal  and  Hepatic  Disease;  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia;  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  of  Control  of  Blood  Glucose;  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests;  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients;  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  of  urine  and  or  blood  glucose  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Interactions:  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-mfiammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarins.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines.  thyroid  products,  estrogens,  oral  contraceptives,  phenytoin.  nicotinic  acid,  sympathomimetics. 
calcum  channel  blocking  drugs,  and  isoniazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  A 20-month  study  m rats  and  an  18-month  study  m mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
m vrvo  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  of  bothsexesatdosesupto75timesthehuman 
dose  showed  no  effects  on  fertility 

Pregnancy;  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg)  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenlc  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers;  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS;  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1 5%  was  GLUCOTROL  discontinued 
Hypoglycemia;  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastrointestinal;  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  in  70.  constipation  and  gastralgia,  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic;  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL.  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic;  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic;  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactions;  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIAOH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous;  Dizziness,  drowsiness,  and  headache  have  been  reported  in  about  one  m fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy 
OVEROOSAGE;  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  If  hypoglycemic 
coma  IS  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg/dL  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  of  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL.  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dose;  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2 5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance;  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED;  GLUCOTROL  is  available  as  white,  dye-free,  scored  diamond-shaped  tablets  imprinted  as  follows 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100. 10  mg  tablet— Pfizer  412  (NOC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION;  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  professional  information  available  on  request. 


A division  of  Pfizer  Pharmaceuticals 
flV/WlllO  New  York,  New  York  10017 


DERMATOLOGY  DIAGNOSIS 


Alma  Cruz,  MD 
Jorge  L.  Sánchez,  MD 


This  is  a 26  year-old  woman  who  in  the  past  two  years  has  developed  persistent  skin  lesions  on 
the  cheeks,  forehead  and  forearms.  These  lesions  were  asymptomatic.  Laboratory  examina- 
tions were  negative  except  for  a positive  antinuclear  antibody  titer,  1:64,  diffuse  type.  The  lesions 
were  described  as  erythematous-violaceous  plaques  with  a thick  adherent  scale  and  prominent 
telangiectases.  The  patient  was  treated  with  topical  and  intralesional  corticosteroids,  and  sun 
protection  agents. 


a)  Psoriasis 

b)  Tinea  corporis 

c)  Lepromatous  leprosy 

d)  Discoid  lupus  erythematosus 

e)  Lichen  planus 


WHAT  IS  YOUR  DIAGNOSIS? 


From  the  Department  of  Dermatology,  University  of  Puerto  Rico, 
School  of  Medicine,  GPO  Box  5067,  San  Juan,  Puerto  Rico 


93 


Dermatology  Diagnosis 


Bol.  Asoc.  Med.  P.  Rico  - Marzo  1987 


Lupus  erythematosus 

Lupus  erythematosus  (LE)  is  a serious  multisystemic 
disease  of  unknown  etiology  characterized  by  a wide 
spectrum  of  clinical  manifestations  and  in  which  85%  of 
the  cases  will  present  skin  lesions.  The  division  of  lupus 
erythematosus  into  a discoid  (DLE)  and  a systemic  (SLE) 
type,  may  represent  an  oversimplification,  yet  they  may 
be  considered  as  polar  expressions  of  disease  activity. 
One  can  recognize  at  least  two  intermediate  types, 
disseminated  DLE,  which  shows  widespread  discoid 
lesions  and  usually  mild  systemic  involvement,  and 
subacute  cutaneous  lupus  erythematosus,  which  shows 
widespread  erythematous,  confluent,  often  annulat-  or 
polyciclic,  non-scarring  cutaneous  lesions  in  association 
with  severe  photosensitivity  and  mild  systemic  illness. 
The  criteria  for  the  classification  of  SLE  set  forth  by  the 
American  Rheumatism  Association  (ARA),  include 
photosensitivity,  oral  ulcers,  malar  rash  and  DLE  as 
important  manifestations  of  the  disease. 

The  characteristic  cutaneous  lesions  of  DLE  begin  a 
single  or  multiple  well-circumscribed  erythemato-violaceous 
plaques  of  about  l-4cm  in  diameter.  The  lesions  present 
fine  telangiectases,  and  thick  adherent  scales,  that  upon 
removal  disclose  prominent  follicular  dilatation  with 
keratinous  plugs.  Lesions  gradually  expand  and  even- 
tually heal  with  a central  atrophic  scar. 

The  most  common  site  of  involvement  are  the  sun 
exposed  areas  such  as  the  scalp,  external  ear,  nose, 
cheeks,  Vermillion  borders  of  the  lips  and  rarely  the  back 
of  the  bands.  The  mucous  membranes  can  be  affected  in 
50%  of  cases.  Squamous  cell  carcinoma  has  been 
described  in  long  standing  mucosal  lesions. 

The  disease  has  a worldwide  distribution.  Women  are 
more  affected  than  men  and  blacks  more  affected  than 
whites.  The  disease  has  been  present  as  early  as  in  the 
neonatal  period  and  described  as  late  as  the  ninth  decade. 

The  cause  of  skin  lesions  in  DLE  is  unknown.  In  some 
instances,  sunlight  plays  an  important  precipitating  role. 
Genetic  predisposition,  altered  humoral  and  cell- 
mediated  immunity,  viral  infections  and  drugs  have  been 
implicated  as  possible  etiological  factors. 

The  histologic  findings  are  characterized  by:  (1 ) hyper- 
keratosis with  keratotic  plugging,  (2)  atrophic  epidermis, 

(3)  vacuolar  alteration  of  the  basement  membrane, 

(4)  lymphocytic  infiltrate  arranged  about  the  cutaneous 
appendages,  and  (5)  edema,  vasodilatation  and  extrava- 
sation of  red  blood  cells.  Not  all  these  changes  are  present 
in  every  case  and  will  depend  upon  the  age  of  the  lesions. 

Direct  immunofluorescence  studies  of  affected  and 
unaffected  exposed  areas  will  show  immunoglobulins 
deposits  and  complement  deposition  along  the  dermo- 
epidermal  junction. 

In  90-95%  of  the  cases,  DLE  will  have  a benign  course 
and  good  prognosis.  These  patients  will  present  few 
minor  laboratory  abnormalities,  rarely  if  ever  have 
symptoms  or  signs  of  systemic  involvement  and  will  have 
a normal  life  span  with  nothing  more  than  cutaneous 
morbidity  to  show  for  their  disease.  Spontaneous 
involution  and  permanent  cure  have  been  reported  in 
rare  occasions. 

Even  though  is  uncommon,  progression  to  SLE  have 


been  reported  in  approximately  5%  of  the  patients  with 
DLE.  However,  15%  of  the  patients  with  SLE  will 
present  with  cutaneous  lesions  as  the  only  manifestation 
at  the  onset  of  their  disease,  and  25%  will  develop 
cutaneous  lesions  at  some  time  during  the  course  of  their 
illness.  So,  complete  history,  physical  examination  and 
routine  laboratories  are  usually  helpful  in  identifying 
patients  with  extracutaneous  involvement. 

Local  and  systemic  therapeutic  modalities  has  been 
utilized  in  the  treatment  of  patients  with  DLE.  Topical 
fluorinated  steroids,  intralesional  corticosteroids,  and 
sun  protection  has  been  effective.  Oral  administration  of 
hydroxichloroquine  sulfate  (Plaquenil)  and  other  anti- 
malarial  agents  has  been  used  with  good  results  in  wides- 
pread or  refractory  lesions. 
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Breast  Cancer 
HasVirtually 
NowhereTb 
ffide. 

The  best  weapon  against  breast 
cancer  is  early  detection.  And  that’s  why 
a mammogram  is  so  important.  It  'sees'’ 
breast  cancer  before  there’s  a lump,  when 
the  cure  rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save  your 
breast.  Although  not  perfect,  a mammo- 
gram is  still  the  most  effective  weapon 
against  breast  cancer.  And  if  you’re  over 
35,  it’s  essential  you  have  one.  Because  all 
breast  cancer  needs  is  a place  to  hide. 

Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 

AAAERIOVN 

^CANCER 

TSOaETY® 
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LA  TABLA  TURBO 


Potencia  + Economía  = 
Funcionamiento  + Calidad  = 

Cuando  usted  suma  las  posibilidades,  el  Volvo 
740  Turbo  Intercooler  le  ofrece  mucho  más  que 
cualquier  sedán  deportivo  de  su  categoría. 

Su  potente  motor  le  da  una  gran  aceleración 
con  una  mayor  eficiencia. 

Sus  líneas  son  excitantes,  su  confort  envi- 
diable, y su  nuevo  Volvo  se  respalda  con  el 


Volvo  740  Turbo  Intercooler 
Volvo  740  Turbo  Intercooler 

servicio,  la  calidad  y la  seguridad  que  siempre 
ofrece  Volvo  en  cada  uno  de  sus  modelos. 

Compare  y comprobará  que  usted  no  puede 
hacer  una  mejor  Inversión  que  el  Volvo  740 
Turbo  Intercooler  . . . toda  la  sensación  de  un 
carro  deportivo,  pero  con  la  gran  calidad  y el 
prestigio  de  Volvo. 


Por  tantas  buenas  razones  . . . 


VOIJVO 

Calidad  que  no  se  discute 


visite  Trébol  Motors  o sus  dealers  autorizados. 

■ 3 años  de  garantía  sin  limite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  dias  de  la  semana  ■ Servicio  Tele  SOS 


ESTUDIOS  CLINICOS 


Near-Drowning  in  Puerto  Rican  Chiidren 


Resumen:  Se  revisa  la  experiencia  con  40  niños 

víctimas  de  sumersión,  admitidos  al  Hospital  Pediátrico 
Universitario  durante  los  últimos  16  años.  Se  recalcan  los 
datos  epidemiológicos  de  la  condición  y la  físiopatología  de 
la  misma,  así  como  en  los  factores  determinantes  del  pro- 
nóstico. La  prevalencia  y mortalidad  de  ahogamíento  en 
Puerto  Rico  parecen  ser  comparables  con  las  de  otras 
comunidades  del  exterior.  Hay  necesidad  de  más  estudios 
sobre  la  epidemiología  y secuelas  de  este  problema  en 
nuestro  ambiente. 

D rowing  is  defined  as  submersion  in  a fluid  media 
resulting  in  immediate  death,  or  death  within  24 
hours.  Near-drowing  means  survival  after  submersion, 
but  with  sequeale  requiring  hospitalization,  treatment  or 
both.'  Drowning  is  the  third  most  common  cause  of 
accidental  death  in  children,  following  neonatal  morta- 
lity and  automobile  accidents.  Immersion  syndrome  is 
sudden  death  mediated  by  vagally  induced  cardiac  arrest 
resulting  from  contact  with  extremely  cold  water.  One 
group  at  risk  for  drowning  or  near-drowing  is  teenage 
boys,  both  swimmers  and  non  swimmers,  usually  on  a 
dare  or  under  the  influence  of  drugs  or  alcohol;  but  the 
most  important  group  is  the  unsupervised  toddler.  Forty 
to  fifty  percent  of  all  drownings  and  near-drownings  in 
the  pediatric  age  group  occur  between  birth  and  four 
years  of  age.  In  drowning  accidents  taking  place  outside 
the  home,  there  is  a male  predominance  with  a male  to 
female  ratio  of  3:1.  In  tub  accidents,  female  infants 
predominate.^  In  the  past  decade,  approximately  7,000 
persons  have  died  in  the  United  States  anually  from 
drownings,  and  the  world  death  rate  has  been  about  3.5 
deaths  per  100,000  population.  The  most  prominent 
factor  in  immersion  incidents  in  children  is  a lack  of 
proper  adult  supervision.^’ 

The  purpose  of  this  study  was  to  obtain  information 
about  the  characteristics  of  near-drowning  in  our  setting 
and  to  compare  our  experience  with  that  published  else- 
where in  recent  years. 
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Materials  and  Methods 

The  study  was  carried  out  retrospectively  in  the 
University  Pediatric  Hospital,  the  main  tertiary  care 
facility  for  infants,  children  and  adolescents  in  Puerto 
Rico.  A total  of  40  out  of  44  cases  admitted  to  our 
pediatric  intensive  care  unit  (PICU),  during  the  period 
between  September  1,  1970  and  July  19,  1986  were 
revised.  Four  of  the  44  records  were  not  available. 

Results 

A.  Epidemiology 

All  the  cases  were  initially  admitted  to  our  pediatric 
intensive  care  unit  (PICU).  Twenty-one  were  males, 
19  were  females. 

The  ages  varied  between  9 months  and  16  years  of  age. 
(Table  1)  The  most  commonly  affected  age  group  was 
under  2 years  of  age  (9  cases),  followed  by  infants  2 years 
of  age  (7  cases)  and  children  4 and  8 years  of  age  (5  cases 
each).  Nineteen  of  the  near-drowning  episodes  occurred 
in  salt  water,  eleven  in  fresh  water  and  10  in  fresh  bathtub 
water  or  fresh  water  plus  another  substance  such  as  soap, 
detergent,  pine  oil,  clorox  or  fecal  material.  All  of  the 
submersions  in  contaminated  fresh  water  occurred  in 
infants  and  preschool  age  children.  Most  of  the 
submersions  in  salt  water  occurred  in  children  over  5 


Table  I 


Age  Distribution 

Age  in  Years 

Number 

Less  than  2 

9 

2 

7 

3 

2 

4 

5 

5 

2 

6 

1 

7 

2 

8 

5 

9 

1 

10 

2 

II 

2 

15 

1 

16 

I 

Total 

40 
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years  of  age.  (Table  2)  Thirty-two  patients  received  some 
kind  of  cardioresuscitative  measure  such  as  cardiac 
massage  or  mouth  to  mouth  breathing  assistance.  In  18, 
accurate  information  about  the  duration  of  submersion 
was  available,  and  the  mean  time  of  submersion  was  4 
minutes.  In  the  majority  of  cases'^  in  whom  submersion 
time  was  unknown,  the  accident  occurred  in  salt  water. 

In  35  of  the  40  cases  the  hour  when  the  accident  took 
place  was  known.  The  mean  time  between  the  near- 
drowing  episode  and  arrival  to  our  emergency  room  was 
178  minutes.  Most  frequently,  the  accident  occurred 
around  1:00  p.m.  (9  cases),  8:00  a.m.  or  4:00  p.m.  (4  cases 
each);  the  most  common  month  was  July  (8  cases). 


Table  II 


Submersion  Media  and  Age 

Age  in  Years 

Salt  Water 

Fresh  Water 

Less  than  2 

0 

9 ♦ 

2 

3 

4 ** 

3 to  5 

4 

5 *** 

6 to  16 

12 

3 

19 

21 

•With  pine  oil:  1 

••Bucket  with  bleach:  1 

•••Water  with  feces:  1 

Bucket  with  bleach:  1 

Septic  tank:  1 

with  detergent:  I 

Bathtub  with  soap;  1 


B.  Clinical  Characteristics 

The  mean  values  of  arterial  blood  gases  in  room  air  for 
near-drownings  which  took  place  in  fresh  water 
(12  cases)  were:  p02  75  mm  Hg;  pC02  40  mm  Hgand  pH 
7.26.  For  those  in  whom  the  accident  occurred  in  salt 
water  (7  cases)  the  mean  values  were:  p02  70  mm  Hg; 
pC02  32  mm  Hg  and  pH  7.32.  The  mean  duration  of 
oxygen  therapy,  assisted  ventilation  or  both  was  35.2 
hours  (20  cases)  for  near-drowning  in  fresh  water  and 
22.2  hours  (18  cases)  for  near-drownings  in  salt  water. 
None  of  the  patients  had  hypothermia.  (Mean  maximum 
temperature  in  Puerto  Rico  is  82°  Farenheit). 

Twenty  seven  of  the  40  children  had  radiographic 
changes:  in  fourteen  these  were  described  as  infiltrates 
and  bronchopneumonia;  and  in  eleven  as  pulmonary 
edema.  In  one  case,  a diagnosis  of  adult  respiratory 
distress  syndrome  was  made. 

Seven  of  the  40  patients  had  seizures  during  the  first  24 
hours  following  the  accident.  Six  of  the  7 were  less  than 
2 years  of  age  and  one  between  2 and  6 years  of  age.  In  2 
of  7 submersion  time  was  unknown  and  in  5,  it  was  less 
than  6 minutes.  In  only  2 of  the  7 the  arterial  blood  pH 
upon  admission  was  below  7.1.  Six  of  7 cases  had  a chest 
radiograph  compatible  with  bronchopneumonic  infiltra- 
tes, and  in  6 of  the  7,  as  well,  drowing  occurred  in  fresh 
water.  Four  of  the  7 had  associated  metabolic  acidosis. 

Five  patients  developed  coma;  four  of  the  5 had  been 
submerged  for  5 minutes  or  more;  five  had  metabolic 
acidosis  with  pH  values  ranging  between  6.85  and  7.27. 
No  cardiopulmonary  resuscitation  measures  had  been 
administered  in  3 of  the  5.  Of  the  seven  children  who  had 
seizures,  one  required  anticonvulsant  therapy  (carba- 
mazepine)  for  a year.  Another  one  received  diphenyl- 


hydantoin  continually  while  being  hospitalized  until 
death.  Electrolyte  disturbances  occurred  in  5 patients: 
hyponatremia  in  3,  hypokalemia  in  1 and  hypocalcemia 
in  another  one.  Two  (5%)  of  the  40  died.  Information 
concerning  long-term  follow-up  and  neurologic  sequelae 
among  the  survivors  was  not  available. 

Discussion 

The  sequence  of  events  during  near-drowning  is 
probably  an  initial  period  of  panic  followed  by  a violent 
struggle  and  then  breath  holding.  The  victim  may  then 
either  swallow  large  amounts  of  water,  vomit,  and  inhale 
stomach  contents  or  may  start  gasping  immediately  with 
inhalation  of  water.  In  approximately  10%  of  victims, 
breath  holding  continues  as  laryngeal  spasm  until 
asphyxia  results  in  unconsciousness.  Once  the  patient  is 
unconscious,  airway  reflexes  are  abolished,  fluid  is 
passively  introduced  into  the  airways  and  cardiorespira- 
tory arrest  follows  shortly  thereafter.^ 

Theoretically,  there  should  be  differences  between  salt 
water  and  fresh  water  drowning  and  near-drowing.^’ 

In  fresh  water,  one  would  expect  large  volumes  of  hypo- 
tonic fluid  to  enter  alveoli  which,  because  of  oncotic  and 
hydrostatic  pressure  differences,  would  pass  into  the 
circulation.  Hemodilution  with  lowered  hemoglobin  and 
circulating  serum  electrolytes  values  would  result.  Also, 
red  blood  cells  would  lyse,  resulting  in  an  increase  in 
serum  potassium,  free  serum  hemoglobin  and  blood 
volume. 

Near-drowning  in  salt  water,  a hypertonic  fluid  which 
usually  has  an  osmolality  3 to  4 times  greater  than  that  of 
blood,  should  have  different  consequences.  As  hyper- 
tonic fluid  enters  the  alveoli,  it  should  draw  fluid  from  the 
vascular  space  into  alveoli  and  cause  hemoconcentration 
with  an  increase  in  hemoglobin  and  serum  electrolyte 
concentrations  and  a concomitant  decrease  in  blood 
volume.  Although  these  changes  probably  occur  in 
patients  who  die,®  they  are  not  usually  seen  in  patients 
surviving  long  enough  to  be  transported  to  hospitals. 

Abnormal  renal  function  is  not  usually  due  to 
myoglobinuria,  but  is  more  likely  to  be  the  result  of  renal 
tubular  damage  associated  with  anoxia. 

The  most  important  consequences  of  immersion 
incidents  is  asphyxia.^’  Hypoxia  (with  combined 

metabolic  and  respiratory  acidosis)  is  prominent.  In  fresh 
water  drowing,  hypotonic  fluid  causes  a washout  of 
surface  active  material,  increase  in  surface  tension  of  the 
gas-fluid  interface  of  the  alveolar  membrane  and  atelec- 
tasis. Ventilation-perfusion  imbalance  occurs,  as  well  as  a 
decrease  in  lung  compliance.  Loss  of  surface  active 
material  and  disruption  of  alveolar  cells  result  in 
pulmonary  edema  which  is  a common  finding  in  patients 
with  near-drowning.  The  presence  of  fluid  in  alveoli 
worsens  ventilation-perfusion  abnormalities  and  results 
in  further  intrapulmonary  shunting,  hypoxia,  and 
acidosis.  In  salt  water,  as  a result  of  hypertonic  fluid 
inhalation,  there  is  a loss  of  intravascular  water  into 
already  fluid-filled  alveoli,  as  well  as  disruption  of 
alveolar  membranes,  resulting  in  severe  pulmonary 
edema  and  intrapulmonary  shunting  with  worsening  of 
hypoxia.  Superimposed  bacterial  pneumonia,  as  well  as 
inhalation  of  foreign  material  including  stomach  contents. 
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algae,  sand,  mud,  fecaL  material  and  other  foreign 
material  floating  in  water,"’  " may  pose  major  difficul- 
ties. The  onset  of  pulmonary  edema  and  atelectasis  may 
be  gradual  and  may  appear  hours  after  the  immersion 
incident. 

The  other  major  organ  damaged  by  the  episode  of 
asphyxia  is  the  brain.  Central  nervous  system  (CNS) 
damage  may  be  caused  primarily  by  hypoxemia  and 
ischemia,  but  secondary  insults  occurring  after  resuscita- 
tion are  also  important.  Factors  involving  CNS  perfusion 
pressure,  autoregulation  of  blood  flow,  the  no-reflow 
phenomenon,  intracerebral  steal,  intracraneal  pressure, 
cerebral  edema,  cerebral  osmolality,  temperature,  and 
provision  of  substrates  may  be  important  in  continuing 
CNS  damage." 

There  is  some  evidence  that  survival  may  be  improved 
in  some  victims  of  immersion  in  very  cold  water  as 
compared  to  warmer  water."’  " Apparently,  there  is  a 
protective  effect  of  a decrease  in  cerebral  metabolism 
which  may  be  as  low  as  30%  of  normal  when  body  tempe- 
rature reaches  25°C.  Therefore,  all  immersion  victims 
who  may  be  hypothermic  should  be  resuscitated 
regardless  of  how  they  appear  at  the  time  they  are 
rescued.  Certainly,  well  documented  cases  exist  where 
patients  have  survived  with  little  or  no  residual  damage 
after  40  minutes  of  submersion  in  very  cold  water.  On  the 
other  hand,  sudden  immersion  in  cold  water  causes  an 
involuntary,  sudden  increase  in  ventilation  which  makes 
it  more  likely  that  the  patient  will  inhale  or  swallow  large 
amounts  of  cold  water  leading  to  vagally  mediated 
sudden  ventricular  fibrillation."’  " 

There  are  multiple  variables  which  may  determine  the 
final  outcome  of  a near-drowned  or  drowned  patient. 
The  more  important  predictors  of  unfavorable  outcome 
are  the  following:  1)  age  less  than  3 year;  2)  submersion 
time  estimates  longer  than  five  minutes;  3)  resuscitation 
not  attempted  for  at  least  ten  minutes  after  rescue; 
4)  patient  in  coma  on  admission  to  hospital,  (more  so,  if 
Glasgow  Coma  Scale  score  is  3 or  more);  5)  arterial 
blood  pH  of  7. 1 or  less;  6)  rectal  temperature  of  less  than 
30°C  on  admission  after  cold  water  immersion.  Despite 
several  reports  establishing  survival  and  no  neurologic 
sequelae  after  prolonged  submersion  up  to  40  minu- 
tes,"’ we  support  the  postulate  that  the 

worst  prognosis  is  associated  with  increased  submersion 
time  and  two  other  major  factors:  absence  or  unsucces- 
seful  resuscitation  efforts  immediately  after  rescue  and 
the  presence  of  severe  metabolic  acidosis.  Water 
temperature  may  be  of  major  importance:  near-drowned 
patients  in  cold  water,  who  appear  clinically  dead,  are 
apneic,  pulseless,  with  fixed,  dilated  pupils  may  respond 
satisfactorily  to  treatment;  whereas,  this  same  type  of 
patient,  if  immersed  in  warm  water,  such  as  ours,  is  likely 
to  die  or  have  severe  CNS  injury." 

The  most  fearful  complications  are  related  to  neuro- 
logic sequelae.  Acute  neurologic  phenomena  (e.g., 
spasms  and  epileptic  seizuresjare  occasionally  seen  in  the 
first  24  hours  af ter  the  incident.  The  presence  of  a convul- 
sion in  this  phase  is  not  by  itself,  a bad  prognostic  sign. 
Convulsions  may  be  caused  by  acidosis,  cerebral  edema 
and  osmotic  phenomena  acting  on  a sensitized  hypoxic 


brain. 

Chronic  neurologic  sequelae  may  include  mental 
subnormality,  minimal  cerebral  dysfunction,  spastic 
quadriplegia,  extrapyramidal  symptoms,  optic  and 
cerebral  atrophy  and  peripheral  neuromuscular  damage." 

The  characteristics  of  our  patients  appear  to  be  similar 
to  those  reported  elsewhere  for  warm  water  drowning. 

In  our  environment  there  appears  to  be  an  increased  risk 
of  drowning  in  the  peak  summer  month  for  swimming 
(July)  and  in  the  early  afternoon  hours,  although  a signi- 
ficant number  of  incidents  occur  around  8:00  a.m.. 
Infants  and  toddlers  are  at  increased  risk.  This  reinforces 
the  importance  of  close  supervision  of  infants  and 
toddlers  in  pools,  wading  pools,  tubs  and  any  body  of 
water  in  Puerto  Rico  as  well  as  anywhere  else."  We  can 
not  determine  whether  drowning  or  near-drowning  are 
more  or  less  frequent  in  Puerto  Rico  than  elsewhere.  The 
number  of  cases  we  are  reporting  is  neither  among  the 
smallest,  nor  the  highest  when  compared  with  those 
reported  in  the  pediatric  age  group  from  other  medical 
centers.  Most  series  report  30  to  75  cases;  more  (around 
90  to  137)  from  Southern  California,  Australia  and 
Florida.^" 

Most  of  the  reports  on  deaths  from  drowning  quote 
figures  of  the  late  seventies®’  " at  which  time  drowing  was 
the  second  cause  of  accidental  death  in  South  Carolina, 
California  and  Florida  and  was  among  the  three  leading 
causes  of  accidental  deaths  in  the  United  States.  At  that 
time,  it  was  the  second  cause  of  accidental  death  in  Puerto 
Rico  with  a rate  of  3.5/100,000  for  all  age  groups  and 
65%  of  the  drownings  occurring  in  children  and  young 
adults  under  25  years  of  age.  (Commonwealth  of  Puerto 
Rico,  Department  of  Health,  Annual  Vital  Statistics 
Report  1977). 

Every  death  from  drowning  represents  around  9 near- 
drowning episodes,^^  therefore,  the  119  deaths  from 
drowning  in  Puerto  Rico  in  1977  probably  represented 
1071  near-drowning  accidents  of  which,  it  can  be 
estimated  that  386  (36%)  occurred  in  young  adults  and 
adolescents  15-24  years  of  age  and  306  (29%)  in  children 
under  15  years  of  age. 

Management  of  near-drowning  victims  begins  with 
prompt,  effective  cardiopulmonary  resuscitation,  prefe- 
rably at  the  site  of  the  accident.  In  the  hospital,  it  includes 
adequate  oxygenation,  ventilation  with  positive  pressure, 
correction  of  acidosis  and  control  of  seizures.  The  value 
of  brain  resuscitation  measures,  hypothermia  and  other 
interventions  has  not  been  established  and  requires 
further  prospective  studies. The 
patient  who  has  suffered  a significant  submersion 
accident,  but  on  arrival  to  the  hospital  appears  to  have 
normal  neurologic  and  cardiopulmonary  function  should 
be  observed  for  12  hours,  since  a delayed  onset  of 
clinically  important  respiratory  symptoms  may  occur. 
After  12  to  18  hours,  the  patient  may  be  discharged  if  he 
or  she  continues  to  be  well."’  " These  children  should  be 
followed  and  monitored  for  central  nervous  system 
sequelae.  Although  pulmonary  abnormalities  appear  to 
be  reversible,  small  airway  dysfunction  and  bronchial 
hyperreactivity  have  been  reported  in  asymptomatic 
children  6 months  to  8.5  years  after  the  accident." 
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Summary:  A retrospective  review  has  been  made  of 

forty  children  victims  of  near-drowning  admitted  to  our 
University  Pediatric  Hospital  during  the  past  16  years. 
Mortality  was  5%  and  the  clinical  features  were  compa- 
rable with  those  reported  elsewhere.  There  is  a need  for 
further  studies  on  epidemiologic  factors  and  long-term 
sequelae  of  near-drowning  in  our  setting. 
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EXCELENTE  OPORTUNIDAD 

SE  ALQUILA  OFICINA  NUEVA  DE  1500  PIES 
CUADRADOS,  EN  ISLA  VERDE.  AREA  SIN 
COMPETENCIA,  CON  ESTACIONAMIENTO 
DISPONIBLE. 

INFORMACION: 

TEL.  727-8790  SUNSHINE  REALTY 
728-2984  SRA.  ORTIZ 


POR  RETIRO  SE  ALQUILA  OFICINA  MEDICA 
APROPIADA  PARA  PRACTICA  DE  GRUPO 
POR  MEDICOS  ESTABLECIDOS,  EN  EL 
CORAZON  DE  HATO  REY.  TIENE  AMPLIO 
ESTACIONAMIENTO  PARA  PERSONAL  Y 
PACIENTES,  AMPLIA  SALA  DE  ESPERA,  SEIS 
(6)  CUBICULOS  Y CON  EQUIPO  MEDICO, 
PARA  SER  UTILIZADO  POR  ORTOPEDA, 
REUMATOLOGO  O FISIATRA. 
UBICADA  EN  CALLE  CON  TRANSPORTE 
PUBLICO  Y A MEDIO  BLOQUE  DE  LA 
AVENIDA  PRINCIPAL. 
DISPONIBLE  DE  INMEDIATO  DE  2:00  P.M. 
EN  ADELANTE  Y A TIEMPO  COMPLETO  A 
PARTIR  DEL  IRO.  DE  JULIO  DE  1987. 
INTERESADOS  FAVOR  DE  ESCRIBIR  Y 
ENVIAR  NOMBRE  Y TELEFONO  A: 

OFICINA  BOX  372 
BAYAMON,  P.R.  00619 
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¿Podemos  estar  asegurados 
sin  pertenecer  a un  grupo? 


Para  disfrutar  de  los  servicios  de  Triple-S,  no  es  requisito  pertenecer 
o un  grupo.  Nuestro  sistenno  de  PAGO  DIRECTO  te  permite  o ti  y o tu  familia 
unirse  individualmente  o lo  gente  segura  que,  año  tras  año  reciben  lo  mejor 
de  nosotros:  los  servicios  de  Triple-S,  con  lo  tarjeta  que  te  ofrece  libre 
selección  o: 

• Lo  mayoría  de  los  médicos  y dentistas  de  Puerto  Rico, 

• Todos  los  hospitales  de  Puerto  Rico, 

• Laboratorios  y solos  de  emergencia  en  todo  lo  Isla. 

Y Triple-S  te  ofrece  variedad  de  opciones  y cubierta  dental. 

Tú  escoges  el  plan  o lo  medida  de  tus  necesidades  y lo  de  los  tuyos, 

¡Seguro  que  sí! 

Visítanos  o llámanos. 

• San  Juan  - Ponce  de  León  431  - 753-7550/765-8020 

• Ponce  - Cond.  El  Embajador,  Ave.  Mostos, 

Esq.  Ramón  Power  - 843-2055 

• Mayagüez  - Calle  Meditación  #53  - 833-4933 

• Arecibo  - Calle  Gautier  Benitez  #55  - 879-4776 


Triple-S  te  da.  seguridad 

Seguros  de  Servicio  de  Salud  de  Puerto  Rico,  Inc. 

Miembro  Blue  Shield  Association 


Economy 


c 1986  The  Upjohn  Company 


J-6138  January  1986 


I iiipjohn]  (Century 

i\m)j  ofc^ 

1886-1986 


1 


There’s  never  been 
a better  time  for  her... 
and 

PREMARDM* 

^Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthi The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARCM* 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN*  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN^  Brand  of  coniugaled  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  Independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  In 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  difterent  areas 
ot  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13  9 times  greater  than  in  nonusers  The 
nsk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  tindings.  when 
estrogens  are  used  tor  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration:  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural'  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equieslrogenic  doses. 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  bofh  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  útero  to  diethylstilbestrol . a non-steroidal 
estrogen,  have  an  increased  risk  ot  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  t.OOO  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ot  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumerLthey  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  temale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  útero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  It  PREMARIN  is  used  during 
pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  ot  17a-estradiol. 
equilenin,and17a-dihydroequileninas  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg.  0 625  mg.  0 9 
mg.  1.25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Otteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NÓT  BEEN  SHOWN  TO  BE  EEFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the  endometrium 
suggest  that  tO  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  t 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  ot  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia.  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ot  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a.  Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X:  decreased  antithrombin  3:  increased  nor- 
epinephnne-induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  of 
scalp  hair:  hirsutism:  steepening  ot  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava- 
tion ot  porphyria:  edema:  changes  in  libido 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomolor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  snould  be  cyclic  (eg.  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically:  Female  castration  Osteoporosis  Female  castration— t. 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurnng  abnormal  vaginal  bleeding. 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  ot  atrophic  vaginihs  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range:  2 to  4 g daily,  intravaginally.  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometnal  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurnng 
abnormal  vaginal  bleeding 
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Evans  T.  Sturdee  DW.  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
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Abstract:  Histocompatibility  testing  is  critical  in 

organ  transplantation,  paternity  testing  and  as  a research 
tool  in  anthropology.  The  Histocompatibility  Laboratory 
of  Puerto  Rico  has  been  in  operation  for  ten  years,  per- 
forming close  to  3,000  histocompatibility  tests  for  kidney 
and  bone  marrow  transplantation,  paternity  and  anthro- 
pological studies.  For  the  present  analysis  a data  base  of 
1,880  haplotypes  in  940  paternity  cases  was  utilized.  The 
true  haplotype  frequency  was  derived  from  the  paternity 
records.  The  frequency  of  each  antigen  was  determined 
accordingly  for  each  of  the  recognized  HLA-A  and  B 
specificities  including  “w”  designations,  from  the  main 
haplotype  table,  and  tables  with  the  frequencies  were 
constructed.  This  report  should  be  of  value  to  researchers 
and  clinicians  working  with  Puerto  Rican  patients  and 
subjects  in  areas  such  as  organ  transplantation,  certain 
diseases  with  genetic  influence,  anthropology  and  genetics. 

Histocompatibility  testing  is  widely  used  in  clinical 
medicine  as  a method  to  obtain  optimal  pairing  of 
organ  donor  and  recipient,  as  perhaps  the  most  discrimi- 
nating tool  in  determining  paternity,  and  as  a research 
approach  to  the  study  of  populations.  The  Histocom- 
patibility Laboratory  of  Puerto  Rico  has  been  in 
operation  for  the  last  ten  years,  first  at  the  San  Juan 
Veterans  Administration  Hospital  (1977-Í981),  and 
subsequently  in  the  Department  of  Pathology  of  the 
University  of  Puerto  Rico  Medical  School  (1980-to  date). 
During  this  period,  the  Laboratory  has  performed  close 
to  3,000  tissue  type  determinations  for  kidney  and  bone 
marrow  transplantation  and  for  paternity  testing.  The 
present  study  reports  the  antigen  frequencies  that  we 
have  derived  from  these  data  in  order  to  help  establish  the 
genetic  profile  of  the  Puerto  Rican  population. 

Materials  and  Methods 

From  August  1976  through  July  1986,  3,000  histo- 
compatibility tests  were  performed  in  the  Histocompati- 
bility Laboratory  of  Puerto  Rico.  These  were  mostly 
performed  for  paternity  court  cases  or  for  kidney  trans- 
plantation, although  a number  were  performed  for  bone 
marrow  transplantation  or  in  proficiency  testing.  Our 
first  reported  study  included  240  cases  consisting  mostly 
of  transplant  families.'  The  second  study,  presented  as 
part  of  a transplant  report,  was  based  on  847  cases  from 
the  paternity  and  transplant  pools.^  In  these  previous 
reports,  the  antigen  frequencies  were  calculated  by  tally- 
counting the  antigens  in  the  study  populations.  The 
present  study  is  based  on  the  construction  of  a haplotype 


From  the  Histocompatibility  Laboratory,  Department  of  Pathology. 
University  of  Puerto  Rico  Medical  School,  San  Juan,  Puerto  Rico 
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table  derived  from  paternity  studies  performed  during 
1984-86.  The  pool  was  limited  only  to  the  more  recent 
experience  because  of  the  purity  and  consistency  of 
typing  sera,  the  inclusion  of  the  newer  specificities,  and 
the  experience  obtained  by  our  personnel. 

In  the  present  study,  mothers  were  always  included; 
fathers  were  taken  too  unless  paternity  was  excluded; 
children  were  not  included  in  the  study.  With  these 
restrictions,  a total  of  1,880  haplotypes  were  taken  from 
940  subjects.  Only  the  recognized  HLA-A  and  B 
specificities  with  the  correspondingly  recognized  “w” 
specificities  were  used  for  tabulation  according  to  the 
recent  histocompatibility  testing  workshop.^  Bw4  and 
Bw6  were  not  included  in  this  analysis.  The  haplotype 
frequencies  were  first  determined  and  tabulated  as 
identified  from  the  family  studies,  then  the  antigens  were 
tally-counted,  added,  the  total  number  established,  and 
the  antigen  frequency  determined  according  to  the 
following  formula: 

ANTIGEN  NUMBER 
TOTAL  OF  CASES 

The  expected  haplotype  frequency  was  calculated  by 
multiplying  each  A by  each  B antigen,  and  then  multi- 
plying against  the  total.  Deviations  from  the  expected 
corresponded  to  antigens  in  linkage  disequilibrium.  The 
micro-cytotoxicity  test  (“NIH  test”)'*  was  used.  In  the 
first  two  studies,  we  used  standard  panels  of  antisera 
prepared  in  our  laboratory  from  bulk  sera  supplied  by 
NIH,  as  well  as  standard  commercial  plates  purchased 
from  Pel-Freeze  and  Accugenics.  In  the  present  study, 
only  plates  from  Accugenics  were  used. 

Results  and  Discussion 

The  results  of  this  compilation  are  shown  in  Table  1. 
Table  2 shows  the  haplotype  frequencies  of  selected 
combinations  which  were  found  to  be  greater  than 
expected  (linkage  disequilibrium)  or  less  than  expected. 
The  complete  analysis  including  the  haplotype  table  will 
be  published  separately.^ 

Perusal  of  our  previous  data  shows  a small  number  of 
discrepancies  with  the  present  study,  especially  in  the 
percentage  of  blanks,  the  proportions  of  A23  and  A24, 
and  the  frequency  of  B14,  B38  and  B45.  These  differen- 
ces, to  be  addressed  in  a separate  analysis,’  appear  to  be 
due,  in  part,  to  differences  in  reporting  (homozygocity  vs 
blanks),  the  use  of  different  typing  trays  with  elimination 
of  cross-reacting  anti-sera  and  of  obsolete  allelles,  and  of 
the  peculiar  racial  mix  of  the  paternity  population  (Table 
3)  which  is  different  from  that  of  the  transplant 
population. 

In  a separate  anthropological  study’  we  address  the 
problem  of  the  composition  of  our  genetic  pool  as 
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TABLE  I 


Antigen  Frequencies  (%) 


A locus 

B locus 

AI 

13.40 

B5 

16.95 

A2 

42.55 

B7 

12.55 

A3 

17.13 

B8 

7.87 

(A9  ) ( 

l.49)(a) 

BI3 

1.49 

A23 

16.70 

B14 

7.34 

A24 

14.04 

B15 

10.11 

(AlO) 

( 2.45) 

B17 

16.17 

A25 

2.02 

BI8 

6.70 

A26 

7.34 

B21 

9.15 

Al  1 

4.26 

B22 

5.21 

A28 

15.85 

B27 

6. 17 

A29 

11.28 

B35 

26.00 

A30 

13.83 

(BI6) 

( 2.55) 

A31 

6.17 

B38 

3.30 

A32 

5.21 

B39 

3.72 

A33 

6.60 

(B37) 

( 1.38) 

A34 

1.92 

B40 

9.26 

Blanks 

17.77 

B42 

2.87 

B44 

23.51 

B45 

3.94 

(B47) 

(0.32) 

Blanks  21.81 


(a)  Figures  in  parentheses  refer  to  some  cases  with  cross-reacting  cells 
in  which  the  relevant  split  could  not  be  defined. 

TABLE  II 


Selected  Hapjotypes  with  Frequencies 


Greater  than  expected  “ 

Less  than  expected 

a 

Al 

B8 

A2 

B8 

A3 

B7 

A2 

BI4 

A3 

B22 

A3 

B5 

All 

B27 

A3 

BI5 

A23 

B44 

A23 

B8 

A24 

B39 

A 24 

B7 

A25 

B18 

A 24 

B14 

A26 

B38 

A25 

B22 

A28 

BI7 

A26 

B5 

A29 

B44 

A 28 

B27 

A 30 

B13 

A 29 

BI5 

A 30 

B39 

A 29 

B17 

A30 

B42 

A 30 

B21 

A32 

B40 

A3I 

B44 

A33 

B14 

A32 

B44 

a.  By  at  least  a factor  of  3 


TABLE  111 


Racial  Mix  of  the  Paternity  Population 


Paternity 

Transplant 

Renal 

Population  (a) 

Population  lb) 

Registry  ic) 

White 

26% 

62% 

72% 

Mixed  White  U) 

41% 

19% 

- 

Mixed  Black  (d) 

22% 

Black 

11% 

19% 

28% 

(a)  Present  study 

(b)  See  reference  #2 

(c)  ESRD  Kidney  Network  Council  contract  with  School  of  Public 
Health,  UPR  Medical  School,  1985 

(d)  This  classification  is  subjective  and  utilizes  the  shade  of  black  or 
white  and  the  type  of  facial  features  (hair,  nose,  lips  and  forehead). 
Racial  admixture  in  Puerto  Rico  occurred  since  the  beginning  (8), 
and  defining  race  has  always  been  difficult. 


compared  to  other  populations,  in  an  attempt  to  shed 
light  into  the  origin  of  the  Puerto  Rican  population. 
Preliminary  analysis  suggests  that  our  genetic  composi- 
tion consists  mostly  of  European  White  and  African 
Black  influences,  with  limited  contribution  by  genes  tra- 
ditionally linked  to  Indian  populations  of  North, 
Central,  and  South  America.  This  is  in  agreement  with 
data  of  other  investigators  who  have  approached  the 
problem  using  different  markers.®’  ’ Another  recent  study 
from  our  laboratory  deals  with  a disease  frequently  seen 
in  our  country,  tropical  sprue.  We  found  an  association 
between  tropical  sprue  and  antigens  in  the  HLA  Aw  19 
series,  in  particular  HLA-A31.’ 

It  is  expected  that  the  present  report  will  be  a reference 
source  to  researchers  and  clinicians  working  with  organ 
transplantation,  diseases  with  genetic  influence  and 
anthropology  in  Puerto  Ricans. 

Resumen;  Los  estudios  de  histocompatíbílidad  han 
demostrado  ser  críticos  en  los  campos  de  trasplante  de 
órganos  y pruebas  de  filiación,  y como  una  valiosa  arma 
investigacional  en  antropología.  El  Laboratorio  de  Histo- 
compatíbílidad de  Puerto  Rico  ha  operado  continuamente 
por  los  últimos  10  años,  llevando  a cabo  casi  3,000 
determinaciones  de  histocompatíbílidad  para  trasplante  de 
riñón,  trasplante  de  médula  ósea,  pruebas  de  filiación,  y 
estudios  antropológicos.  Para  el  análisis  que  presentamos 
en  esta  publicación,  hemos  recopilado  los  datos  de  1,880 
haplotipos  en  940  casos  de  paternidad.  La  frecuencia 
haplotípica  verdadera  se  derivó  directamente  de  los 
expedientes  de  paternidad.  La  frecuencia  de  cada  antígeno 
fue  entonces  determinada  para  cada  una  de  las  especifíca- 
cidades  de  HLA-A  y B,  incluyendo  las  designaciones  “w”. 
De  estas  determinaciones  se  construyó  una  segunda  tabla 
con  las  frecuencias  por  antígeno.  Este  informe  debe  ser  de 
valor  para  aquellos  investigadores  que  estudian  al  sujeto 
puertorriqueño  en  áreas  tales  como  trasplante  de  órganos, 
antropología,  y enfermedades  con  influencia  genética. 
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The  Automatic  Implantable  Cardioverter 
Defibrillator:  Case  Report 

Esteban  Linares,  MD,  FACC,  FACP 
Francisco  Garcia  Cortés,  MD 


Abstract:  A patient  with  polymorphous  ventricular 

tachycardia  is  described.  Because  of  the  occurrence  of 
ventricular  fibrillation  on  two  occasions,  in  spite  of  drug 
therapy,  and  the  presence  of  ischemic  heart  disease,  the 
patient  was  referred  for  insertion  of  an  automatic  implan- 
table cardioverter  defibrillator  (AICD)  and  coronary 
revascularization,  which  was  done  at  Washington,  D.C.  at 
the  Veterans  Administration  Hospital.  Patient  has  remained 
asymptomatic  (11  months  follow-up)  and  a repeated 
exercise  test  after  surgery  failed  to  reproduce  the 
arrhythmia.  To  our  knowledge  this  is  the  first  Puerto  Rican 
patient  in  which  an  AICD  has  been  implanted. 

The  purpose  of  this  communication  is  to  report  the 
clinical  circumstances  that  led  to  the  insertion  of  an 
automatic  implantable  cardioverter  defibrillator  (AICD) 
in  a patient  with  recurrent  polymorphous  ventricular 
tachycardia  due  to  drug  toxicity  and  ischemic  heart 
disease.  A brief  review  of  the  development  and  indica- 
tions for  AICD  implantation  is  included  in  the 
discussion. 


Case  History 

A 51  years  old  male  with  history  of  arterial  hyperten- 
sion, non-insulin  dependent  diabetes  mellitus,  gout  and 
atherosclerotic  heart  disease  was  admitted  for  the  first 
time  to  the  San  Juan  Veterans  Administration  Hospital 
on  November  8,  1985  with  a 3 months  history  of  episodes 
of  syncope  for  which  he  was  started  by  a private  physician 
on  tocainide  400  mg  p.o.  every  8 hours.  The  patient  had 
an  intramural  myocardial  infarction  one  year  previous  to 
the  admission  and  was  having  angina  pectoris  upon 
moderately-severe  physical  activities.  The  physical 
examination  on  admission  was  negative  except  for  an  S4 
gallop  on  heart  auscultation.  He  was  admitted  to  the 
Medical  Intensive  Care  Unit  where  premature  ventricular 
depolarizations  (VPD’s)  and  ventricular  bigeminism 
were  documented  (Fig.  1 - upper  strip).  Treatment  with 
75  mg  of  intravenous  lidocaine  followed  by  a continuous 


From  the  Cardiology  Section,  Veterans  Administration  Medical  & 
Regional  Office  Center,  San  Juan,  Puerto  Rico  and  the  University  of 
Puerto  Rico  School  of  Medicine. 


infusion  at  a rate  of  2 mg/min  failed  to  supress  the 
arrhythmia.  He  was  then  treated  with  intravenous 
procainamide  up  to  1.0  gm  without  response  (Fig.  1 
middle  strip).  At  this  time  it  was  decided  to  discontinue 
all  antiarrhythmics  and  observe  the  patient  for  the 
development  of  symptomatic  ventricular  tachycardia 
(VT).  However,  the  next  day,  the  patient  was  started  on 
quinidine  therapy  due  to  ventricular  arrhythmias  during 
the  night.  A 600  mg  p.o.  loading  dose  was  given  initially 
and  subsequently  300  mg  p.o.  every  6 hours  with 
adequate  initial  suppression  of  the  arrhythmias.  He  was 
transferred  to  a general  medicine  ward,  where  an  ECG 
showed  again  multiple  PVD’s  for  which  he  was 
transferred  back  to  the  Intermediate  Coronary  Care  Unit 
for  continuous  monitoring  and  treatment  (Fig.  I lower 
strip).  Quinidine  sulfate  was  increase  to  400  mg  p.o.  every 
6 hours  as  the  patient  continued  with  episodic  non- 


sustained  VT  (Fig.  2upper  strip).  On  November  24, 1985, 
a non-sustained  polymorphous  VT  was  treated  with 
lidocaine  (Fig.  2 middle  strip).  Next  day,  “torsades  de 
pointes”  (TDP)  was  identified  for  the  first  time  (Fig.  2 
lower  strip,  QT=0.44  sec;  QT=0.49  sec.;  quinidine 
levels=2.29  ug/ml).  Quinidine  was  discontinued  and  a 
temporary  ventricular  pacemaker  was  inserted,  which 
caused  more  ventricular  irritability,  producing  longer 
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episodes  of  non-sustained  monomorphic  VT  (Fig.  3 
upper  strip).  The  pacemaker  was  removed  and  the  patient 
was  started  on  an  IV  drip  of  bretylium  and  a daily  oral 
loading  dose  of  1,400  mg  of  amiodarone.  As  the  patient 
continued  with  episodes  of  TDP  and  monomorphic  non- 
sustained  VT  a temporary  pacemaker  was  again  inserted, 
this  time  in  the  right  atrium  (Fig.  3 lower  strip).  On 
November  27/85,  it  was  decided  that  amiodarone  might 
be  worsening  TDP  and  it  was  discontinued  from  his 
therapy.  Afterward,  the  patient  remained  stable,  the 
bretylium  drip  was  slowly  tapered  down  and  the 
pacemaker  was  also  discontinued.  On  December  8/85  a 
treadmill  exercise  test  was  done  which  was  stopped  after 
five  minutes  in  the  Bruce  protocol  because  of  chest  pain 
and  4 mm  ST  depression,  that  recovered  to  normal  after  7 
minutes  in  the  recovery  period.  He  also  developed  two 
short  runs  of  polymorphous  VT  during  the  last  2 minutes 
of  exercise  which  terminated  spontaneously.  Cardiac 
catheterization  was  performed  on  December  10/85 
which  showed  significant  three  vessel  coronary  artery 
disease  (LAD,  Cx  and  RCA)  and  an'ejection  fraction  of 
39%.  He  was  started  on  propranolol  20  mg  p.o.,  every  6 


hours  and  was  doing  well  until  December  1 1/85,  when 
once  more  developed  an  episode  of  polymorphous  VT 
(Fig.  4 upper  strip).  Propranolol  was  discontinued  and 
the  patient  was  started  on  Dilantin  (Fig.  4 middle  strip). 
No  adequate  response  was  obtained.  On  December 
18/85,  Dilantin  was  discontinued  and  the  patient  started 
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Figure  4 


again  on  amiodarone  1,400  mg  p.o.  daily.  On  December 
19/85  he  developed  again  non-sustained  polymorphic 
VT  and  started  on  IV  lidocaine  with  suppression  of  the 
arrhythmia.  On  December  25/85  the  patient  began  again 
with  ventricular  arrhythmias  in  spite  of  lidocaine 
infusion  (Fig.  4 lower  strip).  Bretylium  IV  was  started 
after  a loading  dose.  On  December  27/85  amiodarone 
was  again  discontinued  because  of  the  possibility  of 
amiodarone  induced  TDP  and  a temporary  pacemaker  in 
the  right  atrium  was  again  inserted.  Later  that  day,  he 
developed  VT  degenerating  into  VF  (Fig.  5 upper  strip) 
requiring  electrical  defibrillation  with  200  joules  (J)  (Fig.  5) 
middle  and  lower  strips).  Afterward,  he  was  started  on 
verapamil  and  overdrive  atrial  pacing  with  adequate 
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response.  On  December  29/85,  the  patient  had  another 
episode  of  VF  successfully  treated  with  electrical 
defibrillation  (200  J).  Analysis  of  the  tracing  showed 
several  ventricular  paced  beats  before  the  institution  of 
the  VT  which  degenerated  into  VF.  The  same  day  he  was 
transferred  to  Washington,  D.C.  VA  Hospital  for 
insertion  of  an  internal  automatic  cardioverter  defibri- 
llator (AICD)  and  coronary  revascularization.  It  was 
performed  on  January  2,  1986  and  the  patient  had  an 
uneventful  post-operative  clinical  course.  Induction  of 
VF  on  January  12,  1986,  was  obtained  with  burst 
ventricular  pacing  with  adequate  functioning  of  the 
AICD.  The  patient  has  remained  asymptomatic  at  the 
time  of  the  last  follow-up. 

Discussion 

The  AICD  is  an  electronic  device  to  monitor  cardiac 
electrical  activity,  to  recognize  ventricular  fibrillation 
and  ventricular  tachyarrhythmias  and  to  deliver  correc- 
tive defibrillatory  discharge.  It  was  developed  by  the 
group  of  Dr.  M.  Mirowski*’^  and  arised  from  the  fact  that 
sudden  cardiac  death  results  in  most  instances  from 
electrical  instability  culminating  in  ventricular  fibrilla- 
tion. These  lethal  arrhythmias  occur  most  of  the  time 
outside  the  hospital  in  a group  of  patients  at  a particu- 
larly high  risk,  in  which  a device  that  could  automatically 
identify  and  treat  the  arrhythmia  may  be  lifesaving.^ 

The  technical  development  of  the  AICD  initially  faced 
multiple  engineering  problems.  First,  a miniature  defi- 
brillator could  not  deliver  a high  energy  current  because 
this  is  a function  of  the  capacitor’s  size.  This  was  over- 
come by  the  discovery  that  by  applying  the  shock  directly 
to  the  heart,  the  level  of  energy  required  is  far  smaller 
than  those  normally  applied.  Other  problems  faced  in  the 
original  models  which  have  been  resolved,  are  an 
adequate  method  of  sensing  ventricular  arrhythmias,  and 
a system  that  can  discharge  a predetermined  level  of 
energy  and  afterward  sense  if  the  shock  was  unsuccessful 
so  that  it  can  automatically  recycle  and  deliver  additional 
shocks. 

The  current  cardioverter/defibrillator  unit  (AICD)  is 
undergoing  continuous  change  as  experience  is  obtained 
in  the  unit  itself, the  electrodes  implanted^  and  the 
surgical  technique.*  The  device  is  produced  by  MEDRAD/ 
INTEC  system  and  consist  of  a lithium  battery  (pulse 
generator)  with  a projected  monitoring  life  of  3 years,  or 
the  capability  of  delivering  approximately  100  discharges. 
The  unit  is  placed  in  a subcutaneous  abdominal  pocket 
and  connected  to  two  electrodes.  One  electrode  is  located 
on  an  intravascular  catheter  placed  on  the  superior  vena 
cava  near  the  right  atrial  junction  and  the  second  elec- 
trode is  placed  extrapericardially  over  the  cardiac  apex. 
The  former  is  introduced  into  the  left  internal  jugular 
vein  and  positioned  under  fluoroscopic  guidance  and  the 
later  is  place  in  the  cardiac  apex  via  a sternotomy  or  more 
recently  through  a subcostal  approach. 

The  pulse  generator''  recognizes  an  abnormal  heart 
rhythm  by  two  means:  a rate-detection  channel  which 
determines  when  the  rate  of  the  rhythm  exceeds  that  of 
the  rate  cut  off  preset  for  the  device.  The  morphology 
detection  channel  examines  the  shape  of  the  electrogram 
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from  the  implanted  morphology  sensing/defibrillating 
leads  to  determine  when  a significant  absence  of 
isoelectric  segment  occurs.  The  system  usually  requires 
5-20  seconds  to  diagnose  a ventricular  tachyarrhythmia. 
During  the  next  5-15  second  the  pulse  generator  charges 
its  energy  storage  capacitor,  thus  the  total  elapse  time 
between  onset  of  the  arrhythmia  and  delivery  of  the  first 
electrical  countershock  is  tipically  10-35  seconds.  If  the 
tachyarrhythmia  persists,  a second,  and  if  necessary,  a 
third  and  fourth  countershocks  are  delivered  after 
additional  detection  and  charging  periods  of  10-35 
seconds.  After  delivery  of  a four-pulse  sequence,  the 
AICD  is  designed  not  to  pulse  again  even  if  the  tachy- 
arrhythmia continues.  However,  following  35  seconds  of 
an  arrhythmia  other  than  the  one  to  which  the  detection 
circuits  respond,  the  pulse  generator  will  reset  and  will 
then  be  capable  of  generating  another  four-pulse 
sequence  if  needed.  The  AICD  generator  is  designed  to 
deliver  a 23-28  J for  the  first  countershock  and  28-37  J 
for  each  subsequent  pulse  in  the  sequence. 

Patients  receiving  AICD  devices’  have  had  survived 
two  or  more  episodes  of  cardiac  arrest,  not  associated  to 
MI,  with  ventricular  tachycardia  or  fibrillation  docu- 
mented at  least  once.  One  such  arrest  must  have  occurred 
despite  effective  medical  treatment  defined  as  simulta- 
neous chronic  administration  of  two  antiarrhythmic 
agents,  one  of  which  may  be  investigational.  These  criteria 
have  been  relaxed  as  the  AICD  device  is  more  technically 
improved  and  its  implantation  is  safer.  Recently,  patients 
with  a single  episode  of  VF  or  hemodinamically  unstable 
VT  not  associated  with  acute  MI  are  considered.  In  the 
selection  of  a patient  who  fulfill  the  above  criteria,  it  must 
be  considered  that  the  AICD  pulse  generator  stores 
enough  energy  for  only  100  to  1 50  shocks,  so  that  patients 
must  be  selected  who  would  not  be  expected  to  receive  a 
large  number  of  shocks  in  a short  period  of  time. 
Therefore,  patients  having  multiple  episodes  of  arrhy- 
thmias requiring  arrhythmia  termination  each  day 
clearly  would  be  unsuitable  candidates.  Many  patients 
may  have  the  frequency  of  their  episodes  reduced  by 
concomitant  administration  of  antiarrhythmic  drugs  so 
that  they  can  benefit  from  an  AICD  device. 

An  essential  step  in  the  evaluation  of  a candidate  for 
implantation  of  an  AICD  are  electrophysiological 
studies  (EPS).  They  are  performed  before  surgery  to 
confirm  that  the  antiarrhythmic  drug  regimens  are 
ineffective.  The  study  is  repeated  following  implantation 
to  ensure  that  the  device  properly  identifies  and  corrects 
inducible  arrhythmias.  In  most  of  the  patients  coronary 
arteriography  and  left  ventricular  angiography  are 
indicated  prior  to  implantation  of  the  device.  These  data 
will  help  proper  planning  of  the  operation  and  will  permit 
other  concomitant  cardiac  operations  to  be  carried  out  as 
indicated. 

The  treatment  of  life-threatening  ventricular  arrhy- 
thmias with  an  AICD  offers  a rapid  diagnosis  and 
treatment,  reduces  the  energy  required  for  cardiac  defi- 
brillation. The  protection  provided  extends  beyond  the 
usual  length  of  stay  in  the  hospital  to  a high  risk  patient 
and  offers  a great  field  of  future  applications  such  as 
pacing,  internal  memory,  extensive  noninvasive  pro- 
grammability and  telemetry. 
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Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 

ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 

FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México:  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapatío 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Facultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 

APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  social  de 
apertura  y cierre  del  curso  de  Educación  Médica. 

EXCURSION  POST-CONVENCION:  Excursión  de  7 
días  “La  Ruta  de  La  Independiencia”  que  nos  llevará  a 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 

CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  100.00 
Médicos  Méxicanos  25.00 

NOTA:  Para  poder  unirse  a la  excursión  será  necesario 
pagar  la  cuota  de  Inscripción. 
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Case  Presentation  ^ 

Cholelithiasis  in  a Premature  Infant: 
Association  with  Short-Term  Total 
Parenteral  Nutrition 

Alexander  K.C.  Leung,  MD,  FAAP 


Abstract:  Cholelithiasis  is  uncommon  in  infancy. 

I A case  of  cholelithiasis  in  a premature  infant  with  hyaline 
membrane  disease  and  bronchopulmonary  dysplasia  who 
required  short-term  total  parenteral  nutrition,  blood  trans- 

I fusion  and  furosemide  treatment  is  described.  The  diagnosis 
of  cholelithiasis  was  established  by  both  plain  radiography 
of  the  abdomen  and  cholecystosonography. 

Cholelithiasis  is  uncommon  in  childhood  and  occurs 
rarely  below  5 years  of  age.  Usually  it  is  associated 
with  hemolytic  disease,  anatomic  malformation  of  the 
j biliary  tract,  disturbance  of  the  enterohepatic  circulation 
1 of  bile  salts,  obesity,  metabolic  disorders,  infection,  dehy- 
dration or  cystic  fibrosis.*’  ^ Occasionally,  it  has  been 
; reported  in  association  with  Wilson’s  disease,  hypoten- 
j sion,  blood  transfusion,  metachromatic  leukodystrophy 
1 and  prenatal  calcium  supplementation.^"*  During  the 
j past  few  years,  total  parenteral  nutrition  has  increasingly 
been  recognized  as  an  etiologic  factor  in  the  pathogenesis 
of  cholelithiasis.^'*  An  association  of  prematurity,  bron- 
chopulmonary dysplasia  and  furosemide  has  also  been 
implicated.’  I report  a case  of  cholelithiasis  in  a prema- 
ture infant  with  hyaline  membrane  disease  and  bron- 
' chopulmonary  dysplasia  who  was  treated  with  short- 
term total  parenteral  nutrition  as  well  as  blood 
transfusion  and  furosemide  on  three  occasions. 

Case  Report 

A 1560  g female  Indian  infant  was  born  vaginally  to  a 
gravida  5 para  3 25-year-old  mother  at  30  weeks 
gestation.  The  pregnancy  was  complicated  by  ante- 
partum hemorrhage.  Apgar  scores  were  8 at  1 minute  and 
9 at  5 minutes.  The  early  neonatal  course  was  compli- 
cated by  hyaline  membrane  disease  that  required  ventila- 
tory support  for  four  days.  Subsequently,  she  developed 
bronchopulmonary  dysplasia  and  was  given  supple- 
¡j  mental  oxygen  for  a month.  She  was  started  on  parenteral 
' nutrition  on  the  second  day  of  life  for  a total  of  eighteen 
I days.  During  this  period  of  time,  she  was  given  10% 
dextrose  at  120  cc/kg/day.  Intralipid  at  1 g/kg/day  and 
' Travasol  at  1.25  mg/kg/day,  along  with  standard 
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multivitamin  and  trace  element  supplements.  She  also 
received  1.5  mg  of  furosemide  (Lasix)  intravenously 
following  blood  transfusion  on  three  occasions.  She  had 
neonatal  jaundice  on  day  3 requiring  phototherapy  for  a 
total  of  three  days.  The  peak  serum  total  bilirubin  con- 
centration was  145  umol/1  with  a direct  (conjuga ted) bili- 
rubin of  2umol/l.  SGOTwasTl  IU/1,SGPT41  IU/1  and 
gamma  GT  24  IU/1. 

She  was  seen  by  myself  at  5 months  of  age  because  of  a 
low  grade  fever  associated  with  a dry  cough . Physical  exa- 
mination was  essentially  normal.  Radiograph  of  the  chest 
showed  hyperinflation  of  both  lungs  with  residual 
chronic  interstitial  changes  secondary  to  bronchopul- 
monary dysplasia.  Incidentially,  an  opacity  was  noted  in 
the  right  upper  quadrant  of  the  abdmen  (Fig.  1).  Lateral 
film  showed  that  the  opacity  was  anteriorly  placed. 
Cholecystosonography  showed  a calcified  gallstone  in 
the  fundus  of  the  gallbladder  without  biliary  tract 


Figure  1.  Chest  radiograph  showing  hyperinflation  of  both  lungs  with 
residual  chronic  interstitial  changes  compatible  with  bronchopulmonary 
dysplasia.  An  opacity  (arrow)  was  noted  in  the  right  upper  quadrant  of  the 
abdomen. 
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dilatation.  HI  DA  scan  showed  a small  poorly  functioning 
gallbladder.  She  was  asymptomatic  in  the  meantime. 
Radiograph  of  the  abdomen  done  6 months  later  showed 
that  the  gallstone  was  still  there.  Results  of  other  labora- 
tory investigations  were  as  follows:  hemoglobin  12.0  gm, 
white  cell  count  8.9  x 10  9/1  with  a normal  differential, 
normal  peripheral  smear,  normal  serum  electrolytes  and 
liver  function  tests,  serum  cholesterol  2.6  mmol/1 
(normal  1.8-4. 9),  serum  triglycerides  0.82  mmol/1 
(normal  0.1-1. 5),  and  serum  calcium  2.34  mmol/1 
(normal  2. 12-2.74) 

There  was  no  familial  occurrence  of  gallstones. 

Discussion 

The  first  case  of  cholelithiasis  in  children  was  reported 
by  Gibson  in  1737.*  This  Edinburgh  surgeon  reported  the 
case  of  a 13-year-old  boy  who  presented  with  a clinical 
picture  of  fever,  abdominal  pain,  vomiting  and  acholic 
stools  13  months  following  trauma  to  the  right  side  of  the 
chest.  At  autopsy,  many  spongy,  yellow  stones  were 
found  in  the  gallbladder  and  common  bile  duct.  In  1767, 
Lieutand  reported  a 25-day-old  male  infant  with 
gallstones  in  the  gallbladder  and  common  bile  duct.’  As 
parenteral  nutrition  is  being  used  with  increasing 
frequency  as  a primary  source  of  caloric  support  in 
neonates  who  cannot  tolerate  oral  feeding,  the  occurrence 
of  cholelithiasis  in  infancy  is  more  common  than 
previously  appreciated.  Recently  Whitington  et  aE  and 
Callahan  et  al'”  suggested  an  association  of  cholelithiasis 
with  prematurity,  bronchopulmonary  dysplasia,  paren- 
teral nutrition  and  therapy  with  furosemide. 

Although  the  mechanism  of  formation  of  gallstones  in 
infants  receiving  total  parenteral  nutrition  is  obscure,  a 
variety  of  hypothesis  have  been  suggested  to  account  for 
the  development  of  this  problem.  It  has  been  suggested 
that  certain  amino  acids  such  as  leucine,  isoleucine, 
glycine  or  threonine  may  have  a direct  hepatotoxic 
effect’*  and  that  lack  of  a specific  amino  acid  may  lead  to 
a block  in  normal  bile  secretion.  In  addition,  parenteral 
lipid  emulsion  may  affect  bile  stability.*  Total  parenteral 
nutrition  is  associated  with  decreased  gallbladder 
contractility,  presumably  due  to  decreased  blood  levels  of 
cholecystokinin.**  There  is  also  absence  of  neural  and 
hormonal  stimulation  to  the  extrahepatic  tract  with  pre- 
ferential flow  ofe  bile  into  the  gallbladder.  This  may  lead 
to  stasis  within  the  biliary  system  and  an  altered 
lithogenic  index***  resulting  in  stone  formation.  Ament 
has  been  able  to  show  that  if  as  much  as  10%  to  15%  of 
the  caloric  intake  is  received  by  the  enteric  route,  chole- 
lithiasis decreases  markedly  in  patients  receiving  paren- 
teral nutrition.*’  Recently  Akierman  et  al  reported  the 
spontaneous  dissolution  of  gallstone  with  resumption  of 
oral  feeding.**  Roslyn  et  al  have  shown  that  increased 
length  of  time  on  total  parenteral  nutrition  is  associated 
with  a significantly  increased  incidence  of  gallstones  in 
children  receiving  total  parenteral  nutrition.**  In  their 
study,  78%  of  children  with  gallstones  had  received  total 
parenteral  nutrition  for  a minimum  of  20  months.  Boyle 
et  al  reported  cholelithiasis  in  a 3-week-old  small 
premature  infant  who  had  been  on  total  parenteral 


nutrition  for  only  1 3 days.*  They  then  reviewed  the  litera- 
ture and  found  seven  cases  of  cholelithiasis  in  infant  less 
than  8 months  of  age  at  diagnosis,  six  of  whom  had  been 
premature  infants  weighing  less  than  1600  g at  birth. 
These  six  infants  all  had  received  parenteral  nutrition  for 
3 to  10  weeks.  The  report  substantiates  Boyle  et  al’s 
finding  that  cholelithiasis  may  occur  in  infants  who  have 
been  on  total  parenteral  nutrition  for  less  than  3 weeks. 

Prematurity  may  predispose  to  gallstone  formation  in 
susceptible  individuals.  The  cholate  pool  and  secretory 
rate  in  the  mature  newborn  infant  are  approximately  50% 
of  adult  values,  and  premature  infants  have  even  smaller 
bile  acid  output  which  may  lead  to  cholestasis  and 
gallstone  formation. ***  Furosemide  may  lead  to  chole- 
lithiasis by  altering  the  stability  of  bile*  or  by  enhancing 
the  excretion  of  calcium  into  the  bile.’  Other  factors  that 
have  been  implicated  include  hyaline  membrane  disease, 
bronchopulmonary  dysplasia,  mechanical  ventilation, 
blood  transfusions  and  phototherapy.*’  *’  More  extensive 
studies  are  necessary  before  a casual  relationship  can  be 
established. 

In  contrast  to  the  finding  of  Pokorny  et  al  that  galls- 
tones in  children  are  rarely  calcified,**  other  investigators 
have  observed  that  80-90%  of  gallstone  in  children  are 
radio-opaque  in  comparison  to  20%  in  adults.’’  *’  In  the 
present  case,  the  diagnosis  of  cholelithiasis  was  established 
by  both  plain  radiography  of  the  abdomen  and 
cholecystosonsography.  Since  gallstones  may  be  present 
for  years  before  they  produce  clinical  symptoms,  infants 
who  have  been  on  parenteral  nutrition  for  a long  time 
should  undergo  roentgenographic  studies  of  the  abdomen 
and  if  there  is  evidence  or  suspicion  of  calcifications, 
sonographic  examination  of  the  gallbladder  is  warranted. 


Resumen:  La  colelitiasis  es  rara  en  la  infancia.  Un  caso 

de  colelitiasis  en  un  infante  prematuro  con  membrana 
hialina  y displasia  broncopulmonar  quien  requirió  alimen- 
tación intravenosa  por  corto  tiempo,  tranfusión  de  sangre  y 
uso  de  un  diurético  potente  (furosemida)  es  descrito.  El 
diagnóstico  de  colelitiasis  fue  establecido  por  radiografía 
del  abdomen  y colecistosonografia. 
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HniJONSOF 

PEOPLE  HAVE 
BEEN  CURED 
OFADBEASE 
MOST  PEOPLE 
THMKIS 
MCURABLE 


We’ve  made  significant  progress  against  most  forms  of  cancer. 

But.  as  far  as  many  people  are  concerned,  cancer  is  still  a fatal 
disease. 

There  are  nearly  th ree  m i 1 1 ion  people  who  wou Id  disagree.  People 
who  have  had  cancer  and  are  now  cured. 

For  certain  forms  of  cancer,  the  progress  we’ve  made  is  nothing 
short  of  miraculous. 

With  early  detection  and  prompt  treatment,  the  survival  rate  for 
Hodgkin’s  disease  can  be  as  high  as  74%.  Childhood  leukemia:  as 
high  as  65%.  Colon  and  rectal  cancer:  as  high  as  75%.  Breast  cancer: 
as  high  as  90%. 

Today,  one  in  every  two  people  who  get 
cancer  will  survive. 

As  far  as  we’ve  come,  we  still  have  quite  a 
way  to  go.  And  for  that,  we’d  like  your  help. 

There’s  only  one  place  where  cancer  is 
a hopeless  disease: 

In  your  mind.  Help  us  keep  winning. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


El  Tabaquismo  y la  Salud  en  Puerto  Rico: 
Progreso  Hacia  los  Objetivos  Nacionales  de 
Salud  para  1990  (XII) 


José  G.  Rigau  Pérez,  MD,  FAAP 


Resumen;  En  1980  el  Servicio  de  Salud  Pública  de  los 
Estados  Unidos  publicó  unos  objetivos  para  el  mejora- 
miento de  la  salud  de  los  habitantes  del  país  en  los  próximos 
diez  años.  De  los  diecisiete  objetivos  nacionales  de  salud 
para  1990  referentes  al  control  del  hábito  de  fumar,  tres  ya 
están  aparentemente  conseguidos  en  Puerto  Rico  (la 
advertencia  contra  el  cigarrillo  [en  la  cajetilla  y los 
anuncios  impresos]  tiene  mayor  visibilidad  e impacto;  las 
compañías  de  seguro  han  publicado  sus  datos  actuariales 
sobre  la  diferencia  en  la  experiencia  de  vida  y utilización  de 
los  hospitales,  por  causa  específíca,  entre  los  fumadores  y 
no  fumadores,  por  sexo;  y la  investigación  epidemiológica 
ha  provisto  respuestas  a ciertas  preguntas  sobre  los  ciga- 
rrillos de  bajo  rendimiento).  Dos  objetivos  están  bajo 
estudio  o siendo  perseguidos  (el  rendimiento  promedio  de 
brea  de  los  cigarrillos  deberá  reducirse  a menos  de  10  mg,  y 
el  rendimiento  de  otros  componentes  nocivos  del  humo 
deberá  reducirse  proporcionalmente;  las  principales 
compañías  de  seguros  de  vida  y de  salud  deberán  ofrecer 
diferentes  primas  a fumadores  y no  fumadores).  No  hay 
información  para  evaluar  la  situación  en  Puerto  Rico 
respecto  a los  doce  objetivos  restantes:  la  proporción  de 
adultos  que  fuman  deberá  haberse  reducido  a menos  del 
25%;  la  proporción  de  mujeres  que  fuman  durante  el 
embarazo  deberá  ser  no  mayor  de  la  mitad  de  la  proporción 
de  fumadoras  entre  todas  las  mujeres;  la  proporción  de 
fumadores  entre  los  jóvenes  de  12  a 18  años  de  edad  deberá 
reducirse  a menos  de  6%;  la  proporción  de  la  población 
adulta  consciente  de  que  el  fumar  constituye  uno  de  los 
principales  factores  de  riesgo  para  las  enfermedades  del 
corazón  deberá  aumentar  a por  lo  menos  85%;  por  lo  menos 
el  90%  de  la  población  adulta  deberá  estar  consciente  de 
que  el  fumar  es  una  causa  importante  de  cáncer  del  pulmón 
y de  varios  otros  cánceres;  por  lo  menos  el  85%  de  la 
población  adulta  debe  estar  consciente  del  peligro  especial 
entre  los  fumadores  de  desarrollar  y agravar  enfermedad 
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obstructiva  crónica  pulmonar;  por  lo  menos  un  85%  de  la 
población  adulta  deberá  estar  consciente  de  los  peligros 
especiales  del  tabaquismo  para  la  mujer  fumadora;  al 
menos  65%  de  los  jóvenes  de  12  años  de  edad  debe  ser  capaz 
de  identificar  el  fumar  cigarrillos  con  aumento  en  el  riesgo 
para  enfermedades  del  corazón  y de  los  pulmones;  al  menos 
al  35%  de  todos  los  trabajadores  deberá  ofrecérsele 
programas,  en  el  lugar  de  trabajo  o en  la  comunidad,  para 
dejar  de  fumar;  el  rendimiento  de  brea,  nicotina  y monóxido 
de  carbono  deberá  ostentarse  prominentemente  en  cada 
paquete  y anuncio  de  cigarrillos;  deberán  existir  leyes 
prohibiendo  fumar  en  lugares  públicos  cerrados,  y esta- 
bleciendo áreas  separadas  para  fumadores,  en  el  trabajo  y 
los  establecimientos  donde  se  sirven  comidas;  deberá 
haberse  conseguido  un  examen  continuado  del  cambiante 
producto  de  tabaco  y de  los  fenómenos  sociológicos  resul- 
tantes de  estos  cambios.  La  obtención  de  estos  objetivos  en 
Puerto  Rico,  al  igual  que  en  otros  estados,  exige  la 
cooperación  de  diversas  instituciones  gubernamentales, 
privadas,  académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  promulgó 
unas  metas  para  el  mejoramiento  de  la  salud  de  los 
habitantes  del  país  en  los  próximos  diez  años.'  Este 
artículo  presenta  la  situación  actual  en  Puerto  Rico  de  las 
condiciones  y programas  que  se  mencionan  en  los  obje- 
tivos nacionales  relacionados  con  el  tabaquismo  (hábito 
de  fumar)  y la  salud.  Las  metas  de  salud  para  1990 
identificaron  los  siguientes  quince  asuntos  prioritarios: 
control  de  la  hipertensión,  planificación  familiar,  salud 
durante  el  embarazo  y el  primer  año  de  vida,  inmuniza- 
ciones, enfermedades  de  trasmisión  sexual,  control  de 
agentes  tóxicos,  seguridad  y salud  ocupacional,  preven- 
ción de  accidentes  y control  de  lesiones,  fluoruración  y 
salud  dental,  vigilancia  y control  de  enfermedades 
infecciosas,  tabaquismo  y la  salud,  abuso  de  alcohol 
y drogas,  nutrición,  aptitud  física  y ejercicio,  y control 
del  estrés  y el  comportamiento  violento.  Dentro  de  cada 
área  se  especificaron  los  objetivos  a alcanzar  para 
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1990.  Estos  objetivos  (226  en  total),  planteados  de 
manera  mensurable,  se  desarrollaron  en  consulta  con 
más  de  quinientos  expertos  de  los  sectores  público  y 
privado,  que  representaban  agencias  de  salud  federales, 
estatales  y locales,  grupos  de  consumidores,  organiza- 
ciones de  voluntarios  y profesionales  de  salud.  Las  metas 
se  establecieron  tomando  en  cuenta  las  tendencias 
actuales  de  factores  pertinentes,  tales  como  cambios 
demográficos,  estilos  de  vida  y la  disponibilidad  de 
fondos,  y detallando  lo  que  se  asumió  ocurriría  con  estos 
factores  en  la  década  de  198 1 a 1990.  Las  metas  no  se  han 
establecido  como  una  responsabilidad  federal;  han  de 
alcanzarse  por  los  esfuerzos  de  toda  la  gama  de  agencias  e 
instituciones  públicas  y privadas,  de  personas  y 
comunidades.  El  gobierno  federal  se  ve  llamado  a dirigir, 
catalizar  y respaldar  un  esfuerzo  colectivo  con  móviles 
locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos.^’  ’ 

Métodos 

Las  metas  aquí  expuestas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.*  Cada  meta  se  rotuló  “AA”,  “P”,  o “I” 
de  acuerdo  con  los  siguientes  criterios:  AA  (aparente- 
mente alcanzada)  si  la  evidencia  disponible  indica  que  el 
estado  de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hayal  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enfermedad 
o prestación  del  servicio;  I (indocumentada)  si  la  infor- 
mación específica  que  estipula  el  objetivo  no  se  conoce 
para  Puerto  Rico. 

La  “Muestra  Básica”,  mencionada  en  la  discusión  del 
objetivo  E,  es  un  estudio  continuo  (desde  1963)  de  la 
Oficina  de  Planificación,  Evaluación  y Desarrollo  del 
Departamento  de  Salud  de  Puerto  Rico.  Su  propósito  es 
recopilar  datos  sobre  el  estado  de  salud  de  la  población,  y 
los  patrones  de  utilización  de  los  servicios  médico- 
hospitalarios.  Consiste  de  entrevistas  a una  muestra 
representativa  y sistemática  de  la  población,  derivada  de 
la  muestra  seleccionada  por  el  Negociado  de  Estadísticas 
del  Trabajo  del  Departamento  del  Trabajo  y Recursos 
Humanos  de  la  población  civil  no  institucionalizada  de  la 
isla. 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  públicas,  pero  no  se 
han  considerado  en  detalle  los  estudios  inéditos  llevados 
a cabo  por  estudiantes  para  llenar  requisitos  de  cursos  o 
de  graduación,  pues  usualmente  son  investigaciones  de 
muestras  muy  pequeñas,  que  producen  conclusiones  de 
aplicabilidad  general  cuestionable. 

Objetivos  para  1990  o antes 
Mejoramiento  del  estado  de  salud 

“Se  espera  que  disminuir  la  prevalencia  del  hábito  de 
fumar  reduzca  las  tasas  de  enfermedad  coronaria,  enfer- 
medades pulmonares  crónicas,  prematuridad  en  los 
recién  nacidos,  muertes  en  accidentes  por  fuego,  y 
ocurran  menos  enfermedades  ocupacionales  por  exposi- 
ción a sustancias  con  las  cuales  reacciona  sinérgicamente 


el  cigarrillo.  A largo  plazo  pueden  esperarse  reducciones 
en  las  tasas  de  incidencia  de  cáncer  (especialmente  de 
pulmón  y vejiga).  Debido  a la  incertidumbre  de  las  cuan- 
tificaciones  a corto  plazo  de  la  relación  de  exposición  a 
enfermedad,  no  se  plantean  aquí  objetivos  mensurables 
sobre  el  estado  de  salud.”  (Algunos  de  estos  temas  han 
sido  tratados  en  artículos  previos  de  esta  serie). 

Reducción  de  factores  de  riesgo 

a.  “Para  1990,  la  proporción  de  adultos  que  fuman 
deberá  haberse  reducido  a menos  del  25%.  (En  1979,  la 
proporción  de  fumadores  en  la  población  de  Estados 
Unidos  fue  de  33%.)”—! 

No  hay  estudios  que  indiquen  la  prevalencia  del  hábito 
de  fumar  en  todos  los  diferentes  grupos  poblacionales  de 
la  sociedad  puertorriqueña.  Sólo  hay  datos  disponibles 
para  algunos  grupos  específicos,  como  a continuación  y 
más  abajo  se  indica. 

El  estudio  epidemiológico  de  factores  de  riesgo  para 
cardiopatía  coronaria  en  Puerto  Rico  entrevistó  9,824 
hombres  de  áreas  rurales  y urbanas  de  la  isla,  de  45  a 64 
años  de  edad  de  1965  a 1968,  y los  examinó  seriadamente 
por  casi  dos  décadas.  En  la  entrevista  inicial,  el  44%  de 
esos  hombres  informó  que  fumaba  cigarrillos.  La 
frecuencia  del  hábito  de  fumar  era  mayor  en  los  resi- 
dentes de  áreas  urbanas,  pero  el  número  de  cigarrillos 
fumados  al  día  era  mayor  en  los  fumadores  urbanos  que 
en  los  rurales.  El  hábito  de  fumar  era  más  frecuente  entre 
los  hombres  de  45  a 54  años  de  edad  que  entre  los  de  55  a 
64  años.  (Lamentablemente  el  artículo  que  provee  esta 
información  no  señala  en  sus  gráficas  la  cifra  exacta  de 
estas  proporciones.)* 

b.  “Para  1990,  la  proporción  de  mujeres  que  fuman 
durante  el  embarazo  deberá  ser  no  mayor  de  la  mitad  de 
la  proporción  de  fumadoras  entre  todas  las  mujeres.  (No 
hay  datos  de  referencia  disponibles.)” — I 

En  un  estudio  llevado  a cabo  por  la  Escuela  de  Salud 
Pública  de  la  Universidad  de  Puerto  Rico,  “Centers  for 
Disease  Control”  y los  “National  Institutes  of  Health”  se 
entrevistaron,- en  1982,3,175  mujeres  de  toda  la  isla,  de  15 
a 49  años  de  edad.  Sólo  487  participantes  (15.3%)  infor- 
maron que  eran  fumadores  al  momento  de  ser  entre- 
vistadas. De  las  130  embarazadas  al  momento  de  la  entre- 
vista, sólo  8 eran  fumadoras  (6.2%).’  No  es  posible 
evaluar  si  lo  que  pide  el  objetivo  se  ha  conseguido,  pues  se 
desconoce  la  proporción  de  fumadoras  entre  las  mujeres 
de  todas  las  edades.  Entre  las  participantes  de  la  encuesta 
de  1982,  las  prevalencias  (por  grupo  de  edad)  del  hábito 
de  fumar  al  tiempo  de  la  entrevista  fueron  las  siguientes: 
15-19  años:  9%;  20-24  años:  21%;  25-29  años:  18%; 
30-34  años:  16%;  40-44  años:  15%;  y 45-49  años:  12%. 
En  1983  en  Estados  Unidos  el  29%  de  las  mujeres 
mayores  de  20  años  de  edad  eran  fumadoras,  y de  1981  a 
1983  el  17%  de  las  hispanas  mayores  de  18  años 
fumaba. 

c.  “Para  1990,  la  proporción  de  fumadores  entre  los 
jóvenes  de  12  a 18  años  de  edad  deberá  reducirse  a menos 
de  6%.  (En  1979,  la  proporción  de  jóvenes  entre  12  y 18 
años  de  edad  que  fumaban  fue  de  1 1.7%)” — I 

Una  encuesta  llevada  a cabo  en  Puerto  Rico  hace  más 
de  diez  años  (1974- 1975)  en  escuelas  secundarias  públicas 
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y privadas  de  11  pueblos  de  la  isla  encontró  que,  de  los 
18,562  estudiantes  entrevistados,  el  48%  no  usaba 
ninguna  droga  (incluyendo  tabaco,  alcohol,  marihuana  y 
otras  drogas  ilícitas).  El  44%  de  los  estudiantes  informó 
uso  de  alcohol  y 28%  el  uso  de  cigarrillos.  El  12%  había 
usado  alguna  vez  drogas  ilícitas  (marihuana,  depresivos, 
estimulantes,  sicodélicos  y cocaína)  y la  droga  ilícita  más 
usada  era  la  marihuana  (7%).'^ 

Una  encuesta  comercial  llevada  a cabo  diez  años 
después,  en  enero  y febrero  de  1985,  entrevistó  537 
jóvenes  de  ambos  sexos,  de  14  a 18  años  de  edad,  en  sus 
hogares  en  centros  urbanos  de  la  costa,  más  Caguas,pero 
sin  incluir  la  porción  este  y sureste  de  la  isla.  Según  sus 
hallazgos,  “la  enorme  mayoría...  no  tiene  por  costumbre 
fumar  cigarrillos”,  pero  el  60%  de  los  varones  y el  55%  de 
las  mujeres  conocía  a alguien  que  entonces  fumaba 
marihuana.*^  Aparte  de  esta  limitada  encuesta  no  hay 
otros  datos  recientes  para  evaluar  el  progreso  hacia  la 
obtención  de  este  objetivo,  por  lo  cual  se  clasifica  como 
indocumentado. 

d.  “Para  1990,  el  rendimiento  promedio  de  brea  de  los 
cigarrillos  (ponderado  según  las  ventas)  deberá  haberse 
reducido  a menos  de  10  mg.  Los  otros  componentes  del 
humo  del  cigarrillo  que  se  sabe  causan  enfermedades 
deberán  haberse  reducido  proporcionalmente.  (En  1978, 
el  rendimiento  promedio  ponderado  según  las  ventas  fue 
16.1  mg.)”— P 

En  1983  el  contenido  promedio  de  brea  de  un  cigarrillo 
en  Estados  Unidos  era  12  mg,  y el  de  nicotina  menos  de 
1.2  mg.*^ 

Mayor  concientización  pública  y profesional 

e.  “Para  1990,  la  proporción  de  la  población  adulta 
consciente  de  que  el  f^umar  constituye  uno  de  los  princi- 
pales factores  de  riesgo  para  las  enfermedades  del 
corazón  deberá  aumentar  a por  lo  menos  85%.  (En  1975, 
la  proporción  era  53%.)” — I 

No  hay  datos  de  referencia  locales  disponibles  respecto 
a éste  y los  siguientes  cuatro  objetivos,  pues  no  hay 
sondeos  recientes  de  los  conocimientos  de  la  población  de 
Puerto  Rico  sobre  las  consecuencias  específicas  del 
hábito  de  fumar.  La  Muestra  Básica  llevó  a cabo  un 
estudio  del  conocimiento  y las  actitudes  sobre  cáncer  de 
la  población  en  1964,  sólo  meses  después  de  la 
publicación  del  informe  del  “Surgeon  General”  sobre  los 
efectos  nocivos  del  tabaco.  El  65%  de  los  entrevistados 
opinó  que  el  fumar  cigarrillos  era  definitiva  o probable- 
mente una  causa  importante  de  cáncer,  y el  61%  indicó 
que  el  fumar  cigarrillos  hacia  daño  pues  estaba  rela- 
cionado al  cáncer.  De  los  que  dieron  esa  contestación,  el 
44%  fumaba  y el  33%  indicó  que  ese  conocimiento  no 
había  provocado  ningún  cambio  en  su  hábito.  Al  pregun- 
társele por  la  causa  de  cáncer  el  35%  de  los  entrevistados 
mencionó  el  fumar.  Al  preguntar  por  hábitos  que 
aumentan  el  peligro  de  desarrollar  cáncer,  el  22%  men- 
cionó el  fumar  y otro  18%  mencionó  fumar  y beber 
alcohol.**  Lamentablemente  no  hay  datos  más  recientes 
que  sirvan  de  comparación. 

f.  “Para  1990,  por  lo  menos  el  90%  de  la  población 
adulta  deberá  estar  consciente  de  que  el  fumar  es  una 
causa  importante  de  cáncer  del  pulmón  y de  varios  otros 


cánceres,  incluyendo  de  laringe,  esófago,  vejiga  y otros 
tipos.  (No  hay  datos  de  referencia  disponibles.)” — I 

g.  “Para  1990,  por  lo  menos  el  85%  de  la  población 
adulta  debe  estar  consciente  del  peligro  especial  entre  los 
fumadores  de  desarrollar  y agravar  enfermedad  obstruc- 
tiva crónica  pulmonar,  incluyendo  la  bronquitis  y el 
enfisema.  (No  hay  datos  de  referencia  disponibles.)” — I 

h.  “Para  1990,  por  lo  menos  un  85%  de  la  población 
adulta  deberá  estar  consciente  de  los  peligros  especiales 
[del  tabaquismo]  para  la  mujer  fumadora,  incluyendo  el 
efecto  sobre  los  resultados  del  embarazo  y el  exceso  de 
peligro  de  enfermedad  cardiovascular  con  el  uso  de  los 
contraceptivos  orales.  (No  hay  datos  de  referencia 
disponibles.)” — I 

No  hay  datos  que  indiquen  qué  proporción  de  los 
adultos  de  la  isla  conoce  la  relación  entre  fumar,  usar 
contraceptivos  orales  y sufrir  padecimientos  cardio- 
vasculares. La  citada  encuesta  a 3,175  mujeres  en  1982 
incluyó  la  pregunta:  “¿Considera  que  el  fumar  cigarrillos 
durante  el  embarazo  puede  ser  dañino  para  el  bebé?”  El 
98.2%  (3,1 18  de  ellas)  contestó  que  si.’  Sin  embargo,  40 
de  las  176  usuarias  de  píldoras  contraceptivas  (23%)  eran 
fumadoras  al  momento  de  la  entrevista,  aunque  las  40 
indicaron  que  “el  fumar  cigarrillos  es  dañino  para  la 
salud”.  La  prevalencia  del  hábito  de  fumar  entre  las 
usuarias  de  la  píldora  fue  más  baja  en  el  grupo  de  30-34 
años  de  edad  (11%)  y máxima  (60%)  en  el  grupo  de 
mujeres  de  40-44  años  de  edad.‘° 

i.  “Para  1990,  al  menos  65%  de  los  jóvenes  de  12  años 
de  edad  debe  ser  capaz  de  identificar  el  fumar  cigarrillos 
con  aumento  en  el  riesgo  de  desarrollar  enfermedades 
serias  del  corazón  y de  los  pulmones.  (No  hay  datos  de 
referencia  disponibles.)” — I 

Mejoramiento  en  los  servicios  y la  protección 

j.  “Para  1990,  al  menos  al  35%  de  todos  los  traba- 
jadores deberá  ofrecérsele  programas  para  dejar  de 
fumar,  en  el  lugar  de  trabajo  o en  la  comunidad,  patro- 
cinados o financiados  por  el  patrono  o los  empleados. 
(En  1979,  15%  de  las  firmas  de  negocios  en  Estados 
Unidos  tenían  programas  para  alentar  o ayudar  a los 
empledos  a dejar  de  fumar.)” — I 

Estudios  llevados  a cabo  en  los  Estados  Unidos  han 
revelado  que  los  trabajadores  fumadores  faltaban  5.5 
días  más  y usaban  8 días  más  de  ausencia  por  enfermedad 
que  los  no  fumadores.  Se  estima  que  cada  obrero 
fumador  cuesta  al  patrono  de  $300  a $800  dólares  extra 
cada  año.  Las  consideraciones  económicas  y la  presión  de 
los  no  fumadores  han  estimulado  a los  patronos  en 
Estados  Unidos  a establecer  programas  para  desalentar 
el  hábito  de  fumar  y para  limitar  los  lugares  y las  circuns- 
tncias  en  que  se  permite  fumar.**’  *’  Sorprendentemente, 
una  mayoría  de  los  trabajadores  fumadores  respalda  este 
tipo  de  medidas.**  No  hay  datos  de  referencia  locales  dis- 
ponibles respecto  a la  información  que  pide  este  objetivo. 

k.  “Para  1985,  el  rendimiento  de  brea,  nicotina  y 
monóxido  de  carbono  deberá  mostrarse  prominente- 
mente en  cada  paquete  y anuncio  de  cigarrillos.  (La 
rotulación  con  los  niveles  de  monóxido  de  carbono  no  se 
exige  actualmente.)” — I 

Ver  comentarios  al  próximo  objetivo. 

l.  “Para  1985,  la  presente  advertencia  contra  el 
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cigarrillo  [en  la  cajetilla  y los  anuncios  impresos]  debe 
reforzarse  para  aumentar  su  visibilidad  e impacto,  y 
proporcionarle  al  consumidor  información  adicional 
necesaria  sobre  los  múltiples  riesgos  especificos  de  fumar. 
Deberá  dársele  consideración  especial  a rotar  los  avisos  y 
a identificar  grupos  vulnerables  especiales.” — AA 

Por  ley  federal  (#98-474,  “Comprehensive  Smoking 
Education  Act”  del  12  de  octubre  de  1984),  las  adverten- 
cias impresas  en  las  cajetillas  y los  anuncios  de  cigarrillos 
desde  octubre  de  1985  son  más  extensas  que  la  que 
anteriormente  se  usaba,  y son  cuatro  diferentes,  que  se 
alternan.  Esta  no  ley  no  obliga  a publicar  los  componentes 
del  humo,  así  que  la  mayoría  de  las  cajetillas  no  muestran 
información  sobre  el  rendimiento  de  brea,  nicotina  o 
monóxido  de  carbono  de  los  cigarrillos. 

m.  “Para  el  1990,  deberán  existir  leyes  en  los  50 
estados  y todas  las  jurisdicciones  prohibiendo  fumar  en 
lugares  públicos  cerrados,  y estableciendo  áreas  separa- 
das para  fumadores,  en  el  trabajo  y los  establecimientos 
donde  se  sirven  comidas.  (En  1978,  31  estados  tenían 
alguna  clase  de  leyes  para  restringir  el  fumar.)” — I 

El  tipo  de  ley  a que  se  refiere  este  objetivo  se  está 
haciendo  cada  vez  más  común  en  los  Estados  Unidos, 
pues  37  estados,  más  de  400  municipalidades  y hasta  las 
fuerzas  armadas  han  establecido  leyes  y ordenanzas 
prohibiendo  fumar  en  lugares  públicos,  y áreas  de 
comida  o trabajo.*’’  No  tenemos  en  Puerto  Rico  leyes 
similares.  Por  diez  años  (desde  1977)  la  Legislatura  ha 
considerado,  sin  aprobar,  un  proyecto  de  ley  (en  versio- 
nes cada  vez  más  limitadas)  para  prohibir  el  fumar  en  las 
escuelas  públicas  y algunos  lugares  públicos,  como 
teatros,  autobuses  y salas  de  emergencia.^*  [ver  addendum] 

n.  “Para  1990,  las  principales  compañías  de  seguros  de 
vida  y de  salud  deberán  estar  ofreciendo  diferentes 
primas  de  seguro  a fumadores  y no  fumadores.  (En  1979, 
aproximadamente  30  compañías  importantes  ofrecían  el 
diferencial  en  las  primas.)” — P 

Casi  todas  las  compañías  de  seguros  de  vida  de  Estados 
Unidos  (y  por  lo  tanto  Puerto  Rico)  ofrecen  descuentos 
en  las  primas  a los  clientes  no  fumadores.*’  En  contraste, 
los  más  grandes  aseguradores  de  salud  en  la  isla  cobran 
las  mismas  primas  a fumadores  y no  fumadores.  Lo 
mismo  ocurre  en  Estados  Unidos.^^ 

Mejoramiento  en  los  sistemas  de  vigilancia  y evaluación 

o.  “Para  1985,  ¡as  compañías  de  seguro  deberán  haber 
recolectado,  revisado,  y publicado  su  experiencia 
actuarial  sobre  la  diferencia  en  la  experiencia  de  vida  y la 
utilización  de  los  hospitales,  por  causa  específica,  entre 
los  fumadores  y no  fumadores,  por  sexo.” — AA 

La  “Society  of  Actuaries”  de  Estados  Unidos  usó  la 
experiencia  colectiva  de  cinco  compañías  de  seguros  de 
vida  para  desarrollar  un  conjunto  de  razones  (relaciones) 
de  mortalidad  para  hombres  y mujeres,  fumadores  y no 
fumadores.  La  relación  de  mortalidad  a los  15  años  en 
hombres  fue  1.5  (fumadores  muertos  por  cada  no 
fumador  muerto),  y 1.3  en  mujeres.  Aumentó  a un 
máximo  a los  45  años  (2.5  en  hombres  y 1 .9  en  mujeres),  y 
disminuyó  lentamente  para  las  edades  siguientes.^’  La 
información  sobre  la  morbilidad  y la  utilización  de 
hospitales  causada  por  el  hábito  de  fumar  fue  recopilada 
por  el  “National  Center  for  Health  Statistics”  y está  en 


proceso  de  publicación.’^ 

p.  “Para  1990,  la  investigación  epidemiológica  soste- 
nida sobre  los  cigarrillos  de  bajo  rendimiento  [de  brea  y 
nicotina]  deberá  haber  delineado  las  preguntas  actual- 
mente no  contestadas  por  la  investigación,  y deberá  haber 
producido  respuestas  parciales  preliminares.” — AA 

Un  artículo  reciente  resumió  los  resultados  de  estu- 
dios epidemiológicos  que  han  contribuido  a esclarecerlas 
interrogantes  sobre  el  riesgo  de  fumar  cigarrillos  de  bajo 
contenido  de  brea.  Un  estudio  halló  que  la  mortalidad 
general  y por  cáncer  del  pulmón  entre  los  fumadores  de 
estos  cigarrillos  era  mucho  mayor  que  la  de  los 
no  fumadores,  aunque  menor  que  la  de  los  fumadores  de 
cigarrillos  regulares.  Varios  estudios  han  encontrado  que 
los  fumadores  de  cigarrillos  de  bajo  contenido  de  brea  y 
nicotina  tienen  igual  incidencia  de  enfermedad  cardíaca 
congestiva  que  los  fumadores  de  cigarrillos  regulares. 
Hallazgos  de  otros  estudios  sugieren  que  los  fumadores 
alteran  su  manera  de  fumar  para  compensar  el  menor 
rendimiento  de  brea  y nicotina  en  los  cigarrillos,  de  forma 
que  la  cantidad  total  de  estos  materiales  en  los  cigarrillos 
no  guarda  relación  con  el  rendimiento  estimado  en 
condiciones  experimentales.*’ 

q.  “Para  1990,  además  de  la  vigilancia  de  los  riesgos 
biomédicos,  deberá  haberse  conseguido  un  examen  con- 
tinuado del  cambiante  producto  de  tabaco  y de  los 
fenómenos  sociológicos  resultantes  de  estos  cambios.” — I 

El  “U.S.  Public  Health  Service”  es  la  agencia  federal 
más  identificada  con  la  diseminación  de  información 
sobre  los  riesgos  de  fumar,  mediante  los  informes  perió- 
dicos de  su  director,  el  “Surgeon  General”,  que  desde 
1964  mantienen  al  público  enterado  de  los  peligros  del 
hábito  de  fumar.  Esa  agencia  estableció  en  1964  la 
división  que  ahora  se  conoce  como  “Office  on  Smoking 
and  Health”  y está  adscrita  a los  “Centers  for  Disease 
Control”.  Esta  oficina,  los  Institutos  Nacionales  de 
Salud,  la  “Federal  Trade  Commission”,  la  “American 
Cancer  Society”,  “American  Heart  Association”,  y 
“American  Lung  Association”  mantienen  una  vigilancia 
cuidadosa  de  los  cambios  en  la  manufactura  de  los 
cigarrillos  y de  los  cambios  en  el  uso  de  los  distintos 
productos  de  tabaco  (como  cigarros,  rapé  y masca- 
dura).’®’ ” No  hay,  sin  embargo,  en  Puerto  Rico  ningún 
programa  gubernamental  o de  investigación  dirigido  a 
estudiar  los  efectos  del  uso  de  tabaco  en  la  salud  de  los 
puertorriqueños. 

Discusión 

“Nada  es  más  difícil  de  explicar...  que  el 
fuerte  apego  de  la  especie  humana  a 
prácticas  que  están  absolutamente  REÑI- 
DAS CON  LA  NATURALEZA,  y que  son 
hostiles  a todo  principio  de  placer  y alegría. 

Cómo  pudo  el  uso  del  tabaco,  bajo  cual- 
quier forma,  alguna  vez  convertirse  en  un 
deleite  entre  la  humanidad,  especialmente 
considerando  sus  cualidades  nauseantes  y 
repugnantes,  es  un  enigma  insoluble  para  el 
sentido  común...  [P]ara  explicar  nuestras 
aficiones  a hábitos  y prácticas  que  son 
absolutamente  repugnantes,  ofensivas,  y 


111 


José  G.  Rigau-Pérez,  MD.  FAAP 

ALTAMENTE  DAÑINAS  PARA  LA 
SALUD,...  nos  ve<nos  forzados  a atribuir- 
las a la  degeneración  de  nuestra  especie,  y a 
la  total  corrupción  de  sus  gustos  y 
sentimientos  morales.”^* 

Aunque  esta  cita  es  de  1831,  y el  primer  informe  aso- 
ciando tabaco  y cáncer  fue  publicado  en  1761,  la  opinión 
médica  moderna  del  daño  que  hace  el  tabaco  no  empezó  a 
formarse  hasta  la  publicación  en  1950  de  los  hallazgos  de 
cuatro  estudios  retrospectivos  (de  casos  y controles)  que 
relacionaron  el  hábito  de  fumar  al  desarrollo  de  cáncer 
del  pulmón.^^"^*  De  1954  a 1962  varios  estudios  pros- 
pectivos, en  grandes  cohortes,  encontraron  tasas  mayo- 
res de  mortalidad  entre  fumadores,  y desde  1964  los 
informes  del  “Surgeon  General”  han  señalado  la  relación 
entre  fumar  y morir  (o  sufrir  incapacidad)  por  cáncer, 
enfermedad  cardiovascular  y enfisema.”’  ” 

La  historia  del  hábito  de  fumar  en  Puerto  Rico  no  se  ha 
escrito.  Los  tainos  aspiraban  el  humo  de  la  hoja  de 
tabaco,  pero  los  colonizadores  españoles  del  siglo  16  no 
cultivaron  la  planta  con  asiduidad.  El  cultivo  tuvo  un 
incremento  a mediados  del  siglo  17,  luego  decayó,  tuvo 
otro  auge  en  el  último  tercio  del  siglo  18  y se  implantó 
como  importante  sector  de  la  producción  agrícola  en  el 
siglo  19  y primera  mitad  del  20.”  Actualmente  la  produc- 
ción de  tabaco  en  la  isla  es  muy  escasa. 

En  el  último  cuarto  del  siglo  18  el  uso  del  cigarrillo 
forrado  de  papel  era  ya  común  en  España  y Cuba,  y es  de 
suponer  que  en  Puerto  Rico  también.”  Para  1935  el 
consumo  local  anual  por  persona  de  15  años  o mayor 
edad  era  601  cigarrillos.  La  cifra  aumentó  216%  (a  1,299) 
para  1950,  llegó  a un  máximo  hacia  1965,  con  2,062 
cigarrillos,  y actualmente  está  cerca  de  los  niveles  de 
1950,  pues  ha  bajado  a 1,282  en  1985.^*  No  tenemos, 
como  ya  se  ha  señalado,  datos  actuales  más  específicos 
sobre  la  frecuencia  y distribución  del  uso  de  cigarrillos  en 
nuestra  población.  De  los  diecisiete  objetivos  nacionales 
de  salud  para  1990  referentes  al  control  del  hábito  de 
fumar,  tres  ya  están  aparentemente  conseguidos  en 
Puerto  Rico  (la  advertencia  contra  el  cigarrillo  [en  la 
cajetilla  y los  anuncios  impresos]  tiene  mayor  visibilidad 
e impacto;  las  compañías  de  seguro  han  publicado  sus 
datos  actuariales  sobre  la  diferencia  en  la  experiencia  de 
vida  y la  utilización  de  los  hospitales,  por  causa 
específica,  entre  los  fumadores  y no  fumadores,  por  sexo; 
y la  investigación  epidemiológica  ha  provisto  respuestas 
a ciertas  preguntas  sobre  los  cigarrillos  de  bajo  rendi- 
miento). Dos  objetivos  están  bajo  estudio  o siendo  perse- 
guidos (el  rendimiento  promedio  de  brea  de  los  cigarrillos 
deberá  reducirse  a menos  de  10  mg,  y el  rendimiento  de 
otros  componentes  nocivos  del  humo  deberá  reducirse 
proporcionalmente;  las  principales  compañías  de  seguros 
de  vida  y de  salud  deberán  ofrecer  diferentes  primas  a 
fumadores  y no  fumadores).  No  hay  información  para 
evaluar  la  situación  en  Puerto  Rico  respecto  a los  doce 
objetivos  restantes:  la  proporción  de  adultos  que  fuman 
deberá  haberse  reducido  a menos  del  25%;  la  proporción 
de  mujeres  que  fuman  durante  el  embarazo  deberá  ser  no 
mayor  de  la  mitad  de  la  proporción  de  fumadoras  entre 
todas  las  mujeres;  la  proporción  de  fumadores  entre  los 
jóvenes  de  12  a 18  años  de  edad  deberá  reducirse  a menos 
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de  6%;  la  proporción  de  la  población  adulta  consciente  de 
que  el  fumar  constituye  uno  de  los  principales  factores  de 
riesgo  para  las  enfermedades  del  corazón  deberá  aumen- 
tar a por  lo  menos  85%;  por  lo  menos  el  90%  de  la 
población  adulta  deberá  estar  consciente  de  que  el  fumar 
es  una  causa  importante  de  cáncer  del  pulmón  y de 
varios  otros  cánceres;  por  lo  menos  el  85%  de  la  pobla- 
ción adulta  debe  estar  consciente  del  peligro  especial 
entre  los  fumadores  de  desarrollar  y agravar  enfermedad 
obstructiva  crónica  pulmonar;  por  lo  menos  un  85%  de  la 
población  adulta  deberá  estar  consciente  de  los  peligros 
especiales  del  tabaquismo  para  la  mujer  fumadora;  al 
menos  65%  de  los  jóvenes  de  12  años  de  edad  debe  ser 
capaz  de  identificar  el  fumar  cigarrillos  con  aumento  en  el 
riesgo  para  enfermedades  del  corazón  y de  los  pulmones; 
al  menos  al  35%  de  todos  los  trabajadores  deberá  ofrecér- 
sele programas,  en  el  lugar  de  trabajo  o en  la  comunidad, 
para  dejar  de  fumar;  el  rendimiento  de  brea,  nicotina  y 
monóxido  de  carbono  deberá  ostentarse  prominente- 
mente en  cada  paquete  y anuncio  de  cigarrillos;  deberán 
existir  leyes  prohibiendo  fumar  en  lugares  públicos 
cerrados,  y estableciendo  áreas  separadas  para  fuma- 
dores, en  el  trabajo  y los  establecimientos  donde  se  sirven 
comidas;  deberá  haberse  conseguido  un  examen  conti- 
nuado del  cambiante  producto  de  tabaco  y de  los  fenó- 
menos sociológicos  resultantes  de  estos  cambios. 

Para  Estados  Unidos  se  ha  calculado  que  el  hábito  de 
fumar  resulta  en  300,000  muertes  anuales,  una  morta- 
lidad 7 veces  mayor  que  la  de  colisiones  por  vehículos  de 
motor,  100  veces  mayor  que  la  de  “AIDS”,  y equivalente 
a que  se  estrellaran  tres  aviones  tipo  747  cada  día,  todos 
los  días  del  año.^°  En  Puerto  Rico  no  se  han  efectuado 
estudios  para  medir  la  mortalidad  prematura  asociada  al 
cigarrillo,  en  la  población  general  o en  grupos  de  edad 
especiales,  como  se  ha  calculado  en  Estados  Unidos.”.  ” 
Esta  ausencia  de  datos  es  doblemente  penosa,  ya  que  las 
encuestas  de  conducta  y opinión  pública,  y las  medi- 
ciones de  las  muertes  y gastos  asociados  al  uso  de  tabaco 
ayudan  a los  oficiales  gubernamentales  y corporativos  a 
decidir  por  opciones  anti-humo.  Una  de  estas  opciones, 
que  ahora  se  está  contemplando  seriamente,  es  la  de 
prohibir  totalmente  los  anuncios  de  cigarrillos  en  cine, 
publicaciones,  letreros  y cualquier  otra  actividad  pro- 
mocional. Esta  propaganda  es  muy  visible  en  Puerto 
Rico,  quizás  por  el  mismo  fenómeno  que  ocurre  en  otros 
sectores  de  América  Latina:  ante  la  disminución  del 
consumo  de  tabaco  en  los  países  desarrollados,  las 
compañías  tabacaleras  transnacionales  han  alentado  el 
consumo  en  los  países  en  desarrollo,  donde  los  jóvenes  y 
las  mujeres  constituyen  una  gran  población  de  fumadores 
potenciales.”  Los  anuncios  de  cigarrillos,  mediante  la 
constante  asociación  del  fumar  con  actividades  saluda- 
bles, establecen  en  el  consumidor  una  “falsa  conciencia” 
de  que  el  uso  de  un  producto  adictivo  y letal  promueve  un 
estilo  de  vida  elegante  y atlético.  El  carácter  repetitivo  y 
glamoroso  de  este  mensaje  vence  los  temores  sobre  las 
consecuencias  a la  salud,  especialmente  en  el  público 
joven.  Puerto  Rico  ha  contribuido  inadvertidamente  a 
hacer  posible  la  opción  de  eliminar  esa  actividad  publi- 
citaria deceptiva.  La  Corte  Suprema  de  Estados  Unidos, 
al  reconocer  la  legalidad  de  prohibir  en  la  isla  los 
anuncios  de  casas  de  juego  (casinos),  ha  establecido  un 
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precedente  importante.  Ahora  el  Congreso  sabe  que 
prohibir  la  propaganda  sobre  tabaco  no  es  una  medida 
necesariamente  inconstitucional.”» 

Renunciar  a una  adicción  es  muy  difícil,  aunque  la 
persona  esté  consciente  de  los  peligros  del  hábito. 
Encuestas  efectuadas  aquí  en  1964  y 1982  (ver  arriba) 
demuestran  esa  realidad  en  los  fumadores  puertorrique- 
ños. Como  con  adicciones  a otras  drogas,  el  tabaquismo 
se  combate  más  eficientemente  previniendo  el  comienzo 
de  la  habituación.  La  diseminación  pasiva  de  noticias  e 
información  no  es  una  estrategia  efectiva  para  mejorar  la 
salud  de  la  población.  Se  necesitan  métodos  más 
enérgicos,  como  coacción  legal,  incentivos  económicos  y 
censura  social,  para  eliminar  el  hábito  de  fumar. 

Addendum:  Entre  la  peparación  y la  publicación  de  este  trabajo,  la 
Asamblea  Municipal  de  San  Juan  aprobó  una  ordenanza  (núm.  47, 
serie  1986-87)  que  prohíbe  el  fumar  en  facilidades  municipales,  excepto 
en  áreas  específicamente  designadas. 

Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objectives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years. 
Of  the  seventeen  national  health  goals  for  1990  alluding  to 
smoking  and  health,  three  have  been  apparently  achieved  in 
Puerto  Rico  (cigarette  warnings  have  increased  visibility 
and  impact;  insurance  companies  have  published  their 
actuarial  data  on  the  differential  life  experience  and 
hospital  utilization,  by  specific  cause  among  smokers  and 
nonsmokers,  by  sex;  and  epidemiologic  reasearch  has 
delineated  questions  on  low  yield  cigarettes  and  provided 
some  answers).  Two  objectives  are  under  study  or  being 
pursued  (the  average  tar  yield  of  cigarettes  should  be 
reduced  to  below  10  mg,  and  other  harmful  components 
should  be  reduced  proportionately;  major  health  and  life 
insurers  should  offer  differential  insurance  premiums  to 
smokers  and  nonsmokers).  There  is  no  information  to 
evaluate  the  situation  in  Puerto  Rico  regarding  the 
remaining  twelve  objectives:  the  proportion  of  adults  who 
smoke  should  be  reduced  to  below  25%;  the  proportion  of 
women  who  smoke  during  pregnancy  should  be  no  greater 
than  one  half  the  proportion  of  women  overall  who  smoke; 
the  proportion  of  children  and  youth  aged  12  to  18  years  old 
who  smoke  should  be  reduced  to  below  6%;  the  share  of  the 
adult  population  aware  that  smoking  is  one  of  the  major  risk 
factors  for  heart  disease  should  be  increased  to  at  least 
85%;  at  least  90%  of  the  adult  population  should  be  aware 
that  smoking  is  a major  cause  of  lung  cancer,  as  well  as 
multiple  other  cancers;  at  least  85%  of  the  adult  population 
should  be  aware  of  the  special  risk  of  developing  and 
worsening  chronic  obstructive  lung  disease  among  smokers; 
at  least  85%  of  women  should  be  aware  of  the  special  health 
risks  for  women  who  smoke;  at  least  65%  percent  of  12  year 
olds  should  be  able  to  identify  smoking  cigarettes  with 
increased  risk  of  serious  disease  of  the  heart  and  lungs;  at 
least  35  percent  of  all  workers  should  be  offered 
employer/employee  sponsored  or  supported  smoking 
cessation  programs  either  at  the  worksite  or  in  the  com- 
munity; tar,  nicotine  and  carbon  monoxide  yields  should  be 
prominently  displayed  on  each  cigarette  package  and 
promotional  material;  laws  should  exist  in  all  50  States  and 
all  jurisdictions  prohibiting  smoking  in  enclosed  public 


places,  and  establishing  separate  smoking  areas  at  work 
and  in  dining  establishments;  in  addition  to  biomedical 
hazard  surveillance,  continuing  examination  of  the 
changing  tobacco  product,  and  the  sociologic  phenomena 
resulting  from  those  changes  should  have  been  accom- 
plished. The  achievement  of  these  objectives  in  Puerto  Rico, 
as  in  other  states,  requires  the  cooperation  of  many  govern- 
mental, private,  academic  and  voluntary  institutions. 
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Universidad  Central  del  Este  - República  Dominicana, 
1982.  Medicina  de  Familia.  Ejerce  en  Isabela. 
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San  Juan  Bautista,  Hato  Rey,  1980.  Pediatría.  Ejerce 
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Ejerce  en  Bayamón. 
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Universidad  del  Cauca,  Popayán,  Colombia.  Ejerce  en 
Mayagüez. 


INTERNO-RESIDENTE 

Guzmán  Villaronga,  Jorge  L,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1983. 


REINGRESO 

Jiménez  Méndez,  Alejandro  MD  - Escuela  de  Medicina 
Santiago  de  Compostela,  España,  1972.  Oftalmología. 
Ejerce  en  Aguadilla. 


OPORTUNIDAD  COMERCIAL 

Edificio  comercial  en  corazón  de  Santurce:  Avenida 
Ponce  de  León,  Parada  20.  Dos  pisos  y azotea;  sobre 
10,000  pies  cuadrados  de  construcción,  solar  de  550 
metros  cuadrados.  Trece  unidades:  incluye  aparta- 
mientos de:  1,  2 y 3 dormitorios,  estudios  y oficinas. 
Renta  está  fuera  del  control  de  DACO;  unidades  están 
inscritas  como  condominio.  Ideal  para  remodelar. 
Renta  excelente.  Precio  $350,000.00 
Información:  Dr.  Francisco  Febles  Vizcarrondo. 
Teléfonos:  764-6221  (Oficina),  783-0393  (Residencia). 


POR  MOTIVO  DE  RETIRARME, 

SE  VENDE  OFICINA  MEDICA 
CON  AREA  DE  3 OFICINAS,  SALA  AMPLIA, 
BAÑO,  COCINA  Y GARAGE. 

PROPIA  PARA  GINECOLOGO,  CON  TODO 
EL  EQUIPO  NECESARIO  INCLUIDO. 
CLIENTELA  DE  MUCHOS  AÑOS  Y 
EN  MAGNIFICA  LOCALIZACION  ENCAGUAS. 
PRECIO  TOTAL:  $90,000.00 
PARA  INFORMACION: 

DRA.  NIVIA  RODRIGUEZ  RIOS 
TELS.  744-9090  OFICINA  DE  8:00  A.M.  A 12:00  M 
743-5054  RESIDENCIA  DE  1:00  P.M.  A 9:00  P.M. 
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JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN’  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers  . 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  Uve  with 


Knoll  Pharmacouticals 

A Unit  of  BASF  KAF  Corporation  ^ X 
Whippany.  New  Jersey  07981  a 1 

*A  product  of  Knoll  research. 

BASF  Group  ICFYOll 

© 1986,  BASF  K & F Corporation 

2538/1-87 

Printed  in  U.S.A. 

Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTirSR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS).  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock.  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  In  patients  with  a functioning  artificial  ventricular  pacemaker) 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  In  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS)  Patients  with  milder  ventricular  dysfunction  should,  If 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  In  alkaline  phosphatase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  In  patients  receiving  verapamil  Is  therefore 
prudent  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
Increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  Intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil.  It  should  be  considered  a potential  risk.  Treatment  Is 
usually  D.C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  Infrequent  (0  8%),  may  require  a reduction  In  dosage  or.  In  rare 
Instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  In  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  In  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  Is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  In  the  urine.  In  patients  with  Impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  tor  abnormal  prolongation  of  the  PR  Interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  In  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  Information  Is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  In  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  In  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  If  digoxin  doses  are  property  adjusted.  However,  chronic  verapamil  treatment  Increases 
serum  dIgoxIn  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  In  digitalis 
toxicity  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI).  the  patient  should  be  reassessed  to 
avoid  underdigitallzatlon.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g.,  vasodilators,  angiotensin-converting  enzyme  Inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Ols- 
opyramlde:  DIsopyramIde  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quInIdIne  resulted  In  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  Interactions. 
CImetIdIne:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  Interaction  with 
cimetidine.  A third  study  showed  clmetldlne  reduced  verapamil  clearance  and  Increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  Inhalation  anesthetics.  Carbamazepine:  Verapamil  may  Increase  car- 
bamazeplne  concentrations  during  combined  therapy  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bloavallablllty.  Lithium:  Verapamil  may  lower  lithium  levels  In 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  In  the  Ames  test.  Studies  In  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  In  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  If  clearly  needed.  Nursing  Mothers:  ISOPTIN  Is 
excreted  In  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  Is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  In  children  below  the  age  of  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  In  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash.  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis.  Impotence.  Increased  urination, 
Insomnia,  macules,  muscle  cramps,  myocardial  Infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shaklness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  Immediately,  e g.,  Intravenously  admin- 
istered Isoproterenol  HCI.  levarterenol  bltartrate,  atropine  (all  In  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  Is  necessary,  Inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVEROOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  Increase  calcium  Ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively  Asystole  should  be  handled  by  the  usual 
measures  Including  cardiopulmonary  resuscitation. 
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TWEIVE 


FORNOTGIVMG 

BIOOD. 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


REVIEW  ARTICLES 


Leukemia  was  distinguished  as  a separate  clinical 
entity  by  Graigie,  Bennet  and  Virchow  in  1845. 
Virchow  recognized  that  the  cells  involved  did  not 
represent  suppuration  of  the  blood  and  proposed  the  name 
leukemia  (white  blood). 

It  was  not  until  Ehrlich’s  blood  staining  methods  came 
into  use,  that  specific  types  of  leukocytes  were  related  to 
the  different  clinical  syndromes.  Today  further  characte- 
rization and  classification  is  made  with  polychrome 
stains,  cytochemical  reactions,  electron  microscopy, 
immunological  markers  and  cytogenetics. 

Leukemia  is  a malignant  disease  that  is  thought  to 
originate  either  in  the  lymphopoietic  stem  cell  or  in  the 
hemapoietic  stem  cell.  Either  tumor  is  characterized  by 
uncontrolled  growth  of  these  cells  to  poorly  differentiating 
lymphoblast  in  acute  lymphoblastic  leukemia  all  or 
poorly  differentiating  myeloblast  in  acute  myelogenous 
leukemia.  (AML)  The  leukemia  cells  accumulate  in  the 
bone  marrow  and  suppress  the  growth  and  differentia- 
tion of  normal  hematopoietic  cells  resulting  in  diminished 
production  of  normal  blood  elements.  This  deficiency 
leads  to  the  most  important  manifestation  of  disease: 
weakness,  fatigue  and  pallor  as  a result  of  anemia, 
infection  as  a result  of  granulocytopenia  and  hemorrhage 
as  a result  of  thrombocytopenia. 

Incidence  and  Age  Distribution 

The  incidence  of  leukemia  in  Puerto  Rico  is  3%  of  all 
cancers  or  according  to  the  Cancer  Registry  for  1984 
approximatedly  270  patients  per  year.  The  incidence  of 
acute  leukemia  in  the  United  States  and  Western  Europe 
is  3.5  cases  per  100,000  population  per  year. 

Acute  lymphocytic  leukemia  is  a bimodal  disease  with 
childhood  and  elderly  distribution,  acute  myelocytic 
leukemia  is  more  common  in  the  adult  population. 

The  over  all  incidence  in  males  as  compared  with  that 
in  females  is  1.3: 1 

Etiology  Pathogenesis  and  Chromosomes 

The  cause  of  leukemia  is  unknown,  certain  diseases 
with  congenital  chromosomal  defects,  like  Fanconi 
anemia,  Down’s  syndrome,  exposure  to  radiation  and 


*Assistant  Professor  of  Medicine,  Hematology  Section.  Medical 
Sciences  Campus.  University  of  Puerto  Rico 


some  chemicals  have  a higher  incidence  of  leukemia. 

Viruses  have  been  identified  in  animals  to  cause 
leukemia  and  recently  an  HTLV-I  virus  have  been  linked 
to  a lymphoma-leukemia  syndrome  in  humans. 

Only  RNA  viruses  with  the  enzyme  reverse  trans- 
criptase have  been  proven  to  be  oncogenic. 

Chromosome  analysis  using  methotrexate  cell  synchro- 
nization and  banding  techniques  have  revealed  a high 
incidence  of  chromosomal  abnormalities  in  patients  with 
leukemia. 

The  observation  that  chromosomal  defect  are  fre- 
quently unique  for  one  specific  type  of  acute  leukemia  is 
evidence  for  their  critical  role  in  the  pathogenesis  of  these 
diseases. 

A series  of  human  proto-oncogenes  related  to  the 
oncogenes  of  RNA  tumor  viruses  have  been  identified.  It 
is  intriguing  to  note  that  in  many  instances  the  chromo- 
somal defects  described  in  acute  leukemia  are  breaks  or 
translocations  close  to  or  at  the  site  of  proto-oncogenes. 
This  suggest  that  congenital  or  acquired  factors  that  are 
leukemogenic  may  manifest  their  effect  by  inducing 
changes  in  chromosomes,  leading  to  the  activation  of 
proto-oncogenes  and  subsequent  neoplasia. 


Unique  Chromosomal  Defects  in  Leukemias 
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Diagnosis  and  Classification 

The  diagnosis  and  classification  of  leukemia  is  based 
on  morphologic  description  of  cells  in  the  bone  marrow 
and  cytochemical  stains  which  include  peroxidase,  sudan 
black,  PAS  non-specific  and  specific  esterase  with  and 
without  flouride  inhibition.  When  ALL  is  suspected  an 
immunologic  work-up  should  be  performed,  ALL  is 
more  precisely  classified  immunologically  by  monoclonal 
antibodies  directed  against  the  T-antigen,  the  common 
acute  lymphocytic  leukemia  antigen  (CALLA)  and  the 
cytoplasmic  enzyme  terminal  deoxynucleotidyl  trans- 
ferase (tdt)  or  by  the  detection  of  surface  immunoglo- 
bulin (SIg). 
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Acule  Leukemia 
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FAB  Classification  of  Acute  Leukemia 

1.  Acute  myelogenous  leukemia 

Ml  - Acute  Myeloblastic  leukemia  without  maturation 

M2  - Acute  myeloblastic  with  maturation 

M3  - Acute  promyelocytic  leukemia 

M4  - Acute  myelomonocytic  leukemia 

M5  - Acute  Monocytic  leukemia 

M6  - Erythroleukemia 

M7  - Acute  megakaryoblastic  leukemia. 

M7  - Acute  megakaryoblastic  leukemia. 

L - I-  Pediatric  type 
L - 2 - Adult  type 
L - 3 - Burkitt  type 

Developments  in  the  Treatment  of  Acute  Leukemia 

The  management  of  a patient  with  acute  leukemia 
requires  a multidisciplinary  team  approach  and  a 
sophisticated  support  system.  Although  great  strides 
have  been  made  in  chemotherapy,  the  development  and 
improvement  in  medical  support  have  been  equally 
important.  Patients  undergoing  remission  induction 
treatment  are  often  pancytopenic  for  four  to  six  weeks. 
During  this  time  they  require  extraordinary  support  with 
blood  products,  broad-spectrum  antibiotics  and  adequate 
nutrition. 

There  are  two  basic  reasons  for  failure  of  remission 
induction  therapy:  resistant  leukemia  or  death  from 
hemorrhage  or  infection  before  anti-leukemia  therapy  is 
effective. 

Bone  marrow  transplantation  have  been  developed  as 
a treatment  alternative  for  poor  prognosis  or  resistant 
leukemia.  In  the  last  decade  marrow  transplantation 
have  shown  to  provide  a means  for  curative  correction  of 
a number  of  lethal  congenital  and  acquired  disorders  of 
the  hematopoietic  and  lymphoid  systems.  Marrow 
transplantation  is  the  treatment  of  choice  for  Aplastic 
anemia  and  has  emerged  as  a highly  promising  approach 
for  the  treatment  of  high  risk  forms  of  leukemia, 
particular  when  applied  to  patients  in  remission  early  in 
the  course  of  their  disease. 

Graft  vs.  host  disease,  infection,  graft  rejection  and 
leukemia  relapse  remain  major  obstacles  to  the  success  of 
a marrow  transplant.  Advanced  radiotherapeutic  tech- 
niques, new  immunosuppressive  agents  and  new  pro- 
phylactic and  therapeutic  anti-viral  agents  promise 
marked  improvement  in  results. 

Advances  in  the  definition  of  human  histocom- 
patibility and  techniques  for  selective  removal  of 
alloreactive  T-lymphocytes  from  the  marrow  graft  have 
allowed  extension  of  marrow  transplantation  to  selected 
patients  lacking  on  HLA-identical  sibling. 

The  development  of  marrow  transplantation  as  a 
therapeutic  modality  has  resulted  from  at  least  three 
major  advances  in  transplantation  biology.  These 
include: 

1)  the  definition  of  the  allelic  system  of  the  HLA  gene 
complex.  The  major  histocompatibility  complex  in  man. 

2)  the  development  of  chemotherapeutic  and  radio- 
therapeutic  techniques  immunosuppressive  enough  to 
allow  engrafment  of  genetically  foreign  marrow  and » 


potent  enough  to  achieve  complete  or  nearly  complete 
ablation  of  host  leukemic  cells  prior  to  transplantation. 

3)  development  of  systems  for  intensive  support  of 
patient  during  the  period  between  pretransplant  cyto- 
reduction  or  immunosuppresion  and  reconstitution  of 
the  donor’s  hematopoietic  and  lymphoid  system  within 
the  transplanted  host. 

The  actual  transplant  procedure  has  been  well 
described,  it  involves  harvesting  of  500-800cc  of 
heparinized  marrow  from  the  anesthesized  donor  by 
multiple  aspirations  from  the  anterior  and  posterior  iliac 
crests,  heparinization,  pooling  and  filtration  of  the 
aspirated  marrow  and  subsequent  administration  to  the 
recipient  by  intravenous  infusion. 

Treatment  of  Adult  ALL  and  Results 

The  treatment  of  ALL  is  separated  into  four  phases: 
remission  induction,  CNS  prophylaxis,  consolidation 
and  maintenance  chemotherapy.  Drug  combination  with 
vincristine,  prednisone  and  anthracyclines  has  resulted  in 
remission  induction  of  70%  to  80%. 

The  duration  of  remission  is  approximately  10  to  20 
months  with  only  10%  to  15%  of  patients  achieving  long 
term  survival. 

The  role  of  bone  marrow  transplantation  in  adults  with 
ALL  is  being  defined.  Patient  who  have  undergone  BMT 
in  first  or  second  remission  have  an  overall  survival  of 
40%  to  60%. 

However  the  incidence  of  post  transplant  relapse  is 
from  30%  to  70%. 

Whether  this  relapse  is  due  to  the  biology  of  the  disease 
itself  or  to  a resistance  to  chemotherapy  and  radio- 
therapy developed  during  induction  and  maintenance  of 
the  patient  primary  remission  remains  to  be  determined. 

Treatment  in  Adults  AML  and  Results 

Remission  induction  is  the  initial  goal  in  the  treatment 
of  AML.  Remission  may  be  followed  by  consolidation, 
intensification  or  maintenance  chemotherapy  all  which 
are  designed  to  prevent  relapses.  The  three  most  com- 
monly used  drugs  for  remission  induction  are  6-thio- 
guanine,  cytarabine,  and  daunorubicin. 

Most  series  report  a 65%  to  85%  complete  remission 
with  a median  duration  of  12  to  16  months.  Approxima- 
tely 20%  to  30%  of  patients  remain  in  remission  for  three 
to  five  years  and  may  be  cured  of  their  disease.  Once  a 
patient  with  AML  has  a relapse  he  is  no  longer  curable  with 
chemotherapy  alone.  If  the  individual  is  less  than  40  years 
old  and  has  an  HLA-matched  sibling,  bone  marrow 
transplantation  should  be  considered. 

In  1979  Thomas  Etal,  reported  a 63%  long  term  disease 
free  survival  in  a series  of  patients  transplanted  for  AML 
in  first  remission.  Subsequent  reports  from  The  Royal 
Marsden  Hospital  (London)  The  City  of  Hope  Center 
(California)  and  Memorial  Sloan  Kettering  have  con- 
firmed these  results.  Actually  the  cummulative  results 
indicate  a 60%  probability  of  disease-free  survival.  The 
incidence  of  relapse  in  the  post  transplant  period  has  been 
low  (12%  overall). 

Recently  trials  comparing  marrow  transplantation 
with  chemotherapy  in  the  treatment  of  AML  in  first 
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remission  have  been  initiated.  Early  results  suggest 
increased  disease-free  survival  in  children  treated  with 
marrow  transplants.  In  adults  results  are  still  equivalent. 

Currently  marrow  transplants  are  exclusively  reserved 
for  the  patient  possesing  an  HLA-identical  sibling  or  an 
HLA  compatible  related  donor.  Several  techniques  of 
bone  marrow  tumor  as  well  as  T-cell  purging  are  being 
developed  and  tested  which  could  benefit  a larger  popu- 
lation with  unsuitable  donors. 

In  this  brief  report  on  the  diagnosis  and  treatment  of 
acute  leukemia  I want  to  highlight  the  intense  intelectual, 
physical  and  emotional  effort  of  physicians  who  have 
dedicated  their  lifes  to  the  study  of  this  disease  for  the 
benefit  of  our  generation.  We  will  never  forget  and  will 
always  be  grateful  to  the  thousands  of  patients  who  have 
participated  in  well  designed  investigational  protocols 
throuhout  the  world,  the  suffering  involved  and  the  grief 
of  their  relatives  which  has  made  it  possible  to  include 
acute  leukemia  among  the  curable  cancers  of  our  days. 
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SPECIAL  ARTICLES 


Order  Out  of  Chaos  — I Had  a Dream 

Enrique  Vázquez-Quintana,  MD,  FACS* 


This  year  the  Puerto  Rico  Medical  Center  (PRMC) 
will  celebrate  its  25th  anniversary.  The  original 
idea  behind  the  creation  of  the  Medical  Center  was  the 
fact  of  sharing  some  basic  central  facilities  provided  in  the 
central  building  and  purchased  by  the  participating  insti- 
tutions. Supposedly  the  economy  of  scale  was  believed  to 
bring  a decrease  in  costs.  The  opposite  effect  has  been 
observed  and  the  participating  institutions  have  started 
the  process  of  decentralization. 

In  general  the  Puerto  Rico  Medical  Center  has 
provided  excellent  services  to  the  entire  population  of  our 
Island.  However  since  its  inception  it  has  confronted  two 
main  problems,  still  unsolved.  Those  are:  a lack  of 
operational  funds  and  absence  of  a clear  hierarchy  or  line 
of  authority  with  the  participating  institutions  and  the 
Medical  Sciences  Campus.  Please  be  aware  of  the 
differing  interests  of  the  hospitals  purchasing  services 
from  the  PRMC.  The  Industrial  Hospital  is  mainly 
interested  in  providing  services  to  the  injured  workmen 
under  the  Workmen  Compensation  Act.  The  Oncologic 
Hospital  provides  treatment  to  a segment  of  our  popu- 
lation suffering  from  cancer,  it  treats  both  private  and 
indigent  patients.  The  San  Juan  City  Hospital  provides 
services  to  the  population  of  San  Juan,  it  is  also  involved 
in  the  teaching  of  medical  students  and  residents.  The 
Pediatric  and  adult  University  Hospitals  are  the  main 
teaching  facilities  of  the  University  of  Puerto  Rico  School 
of  Medicine,  providing  service,  teaching  and  conducting 
research  projects.  It  has  been  very  difficult  to  harmonize 
these  differing  objectives. 

During  the  last  twenty  five  years  the  practice  and 
delivery  of  medical  services  has  changed  tremendously. 
New  technological  advances  in  radiology,  laboratory, 
pathology  and  operating  room  equipment  have  precipi- 
tated a reevaluation  of  the  philosophy  and  objetives  of 
the  Medical  Center.  The  process  of  decentralization 
already  started  was  at  least  temporarily  interrupted  by 
recent  legislation  which  states  that  the  only  one 
empowered  to  decide  on  decentralization  is  our  governor. 


*Professor  of  Surgery,  Director  Department  of  Surgery,  Medical 
Sciences  Campus,  University  of  Puerto  Rico 


Presently  additional  projects  are  underway  or  being 
planned  for  the  near  future,  such  as,  the  Cardiovascular 
Center,  the  Trauma  Center,  the  remodeling  of  the  actual 
operating  room  facilities,  remodeling  of  the  University 
Hospital  and  the  construction  of  operating  rooms  at  the 
Pediatric  and  Adult  University  Hospitals.  All  these 
events  are  interrelated  and  must  fall  all  together  like  a 
jigsaw  puzzle  or  more  chaos  will  be  generated. 

My  dream  or  the  proposed  solution  to  this  problem  on 
a short  time  and  in  the  least  expensive  manner  is  as 
follows: 

1.  Remodeling  of  the  University  Hospital — it  has 
taken  too  many  years  to  complete,  still  the  north  section 
of  the  hospital  and  its  intensive  care  units  must  be 
completed.  This  venerable  institution  has  no  consti- 
tuency and  its  faculty  is  not  militant  since  there  is  a 
conflict  of  interest  in  the  competition  with  private 
institutions.  Priority  must  be  given  to  this  remodeling. 

2.  Transfer  all  cancer  patients  from  the  University 
Hospital  to  the  Oncologic  Hospital.  This  isa  community 
hospital  which  in  the  past  was  affiliated  to  the  Medical 
School.  At  the  present  time  this  hospital  is  having  a very 
low  occupancy  rate  and  moreover  the  surgical  faculty  of 
the  School  of  Medicine  is  providing  the  surgical  treat- 
ment to  the  patients  admitted  to  the  Oncologic  Hospital. 
With  this  transfer  a more  comprehensive  service  could  be 
provided  and  a more  effective  participation  of  the  faculty, 
residents  and  students  could  be  established. 

3.  Construction  of  operating  rooms  both  at  the 
Pediatric  and  Adult  University  Hospitals — these  institu- 
tions are  captive  of  the  Medical  Center  and  are  at  risk  of 
paralizing  its  services  should  anything  go  wrong  at  the 
central  building  of  the  Medical  Center.  The  total 
number  of  operating  rooms,  seventeen,  is  the  same  or  less 
than  twenty  five  years  ago  and  during  the  night, 
weekends  and  holidays  only  three  rooms  are  available  for 
the  emergencies  of  the  four  participating  institutions. 
Objective  studies  are  being  conducted  to  document  the 
needs  of  operating  room  facilities  for  the  population 
seeking  services  at  the  PRMC.  The  new  operating  rooms 
will  be  used  for  all  the  ambulatory  procedures  as  well  as 
simple  procedures  not  dependent  on  the  high  technology 
of  the  Medical  Center.  This  will  be  less  expensive  to  our 
government. 
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4.  Creation  of  the  Cardiovascular  Center  for  Puerto 
Rico  and  the  Caribbean  Region — legislation  for  its 
construction  was  already  passed  and  $500,000.00 
assigned  for  its  planning  stage.  The  faculty  of  this  center 
will  be  that  of  the  Medical  School.  On  the  other  hand  I 
have  reservations  this  center  will  ever  be  self-sufficient 
since  over  60%  of  our  population  is  medically  indigent.  I 
feel  it  should  be  constructed  between  the  Adult  and 
Pediatric  University  Hospitals  or  in  the  parking  lot 
behind  the  University  Hospital.  In  this  way  the  traveling 
done  by  our  patients  would  be  minimized.  After 
remodeling  the  University  Hospital  probably  no  addi- 
tional beds  will  be  necessary  for  the  Cardiovascular 
Center.  The  beds  liberated  by  the  transfer  of  the  cancer 
patients  and  those  liberated  by  the  creation  of  the 
Trauma  Center  could  be  used  instantly  for  cardio- 
vascular patients. 

5.  Creation  of  the  Trauma  Center-this  unit  to  be 
established  at  the  Industrial  Hospital  will  accept  all 
trauma  patients  belonging  to  the  University  Hospital  and 
San  Juan  City  Hospital.  In  essence  what  trauma  patients 
need  is  an  effective  transportation  and  communication 
systems  (operative  already),  operating  rooms,  hospital 
beds,  intensive  care  units,  paramedical  and  medical 
personnel  and  rehabilitation  services.  There  is  no  need  to 
construct  a building  exclusively  for  trauma.  Eventually 
the  Workmen  Compensation  Plan  must  function  as  an 
insurance  plan  and  leaving  the  Industrial  Hospital  to  be 
run  by  a private  company  avoiding  in  this  way  the 
conflict  of  interest  in  its  functioning. 


6.  The  Puerto  Rico  Medical  Center  would  then  be  used 
for  sophisticated  surgical  procedures  such  as  brain  ; 
tumors,  aneurysms,  hip  and  knee  replacements,  extensive  ' 
and  complex  general  surgery  cases,  procedures  requiring  ' 
the  use  of  operative  microscope,  laser,  sonography,  x- 
rays,  and  specialized  personnel  as  well  as  trauma  cases. 

All  of  the  above  changes  will  lead  to  the  geographical 
fulltime  of  our  faculty,  since  they  would  have  adequate 
number  of  beds,  operating  rooms  and  facilities  to  bring 
their  own  patients  to  our  institutions. 

To  correct  the  hierarchy  problem,  the  Medical  Center 
should  be  under  the  Medical  Sciences  Campus  and  be 
known  as  the  University  of  Puerto  Rico  Medical  Center. 

I believe  this  is  feasible,  and  will  be  quite  beneficial  and 
less  expensive  to  our  people.  This  is  a good  dream, 
contrary  to  a nightmare  I would  like  to  see  this  dream 
come  true.  i 

The  present  situation  in  the  Puerto  Rico  Medical 
Center  is  comparable  to  what  physicists  call  a “singular 
moment”  or  “bifurcation  point”.  Entropy  is  increasing. 

It  is  impossible  to  predict  which  direction  change  will 
take;  whether  the  system  will  disintegrate  into  chaos  or  | 
jump  to  a higher  level  of  organization  or  “order”.  Such 
changes  require  energy  to  happen  and  sustain  them,  i 
Money  is  a different  expression  of  energy,  transformed 
into  paper  with  acquisition  or  purchasing  power. 

This  could  be  a dream,  but  everyone  is  entitled  to 
dream.  Your  counterdream  is  welcome. 


FOR  GENERATIONS  CANCER 
PLAGUED  THIS  FAMILY. 

THEN  WE  CAME  INTO  THE  PICTURE. 


Ifs  a tragic  coincidence  that 
cancer  has  taken  so  many  members 
of  this  family  over  the  years. 

It  took  Frank  Domato  in  1961. 
Patricia  O'Hara  Brown  in  1974. 

And  Serahno  Gentile  in  1982. 

But  the  fact  that  the  chain  of 
tragedies  has  now  been  broken  is  no 
coincidence  at  all. 

Over  the  last  40  years,  research 
programs  supported  by  the  Ameri- 
can Cancer  Society  have  made 
increasing  progress  in  the  treatment, 
detection  and  prevention  of  cancer. 

In  1985  alone,  the  Society 
funded  over  700  projects  conducted 
by  the  most  distinguished  scientists 
and  research  institutions  in  the 
country. 

So  ifs  no  coincidence  that  in  1986,  cancer  did  noi  take  Debra  Gentile— Frank  Domato’s 
great-granddaughter.  Just  as  it  didn’t  take  hundreds  of  thousands  of  others  who  have  been 
successfully  treated  for  the  disease.  . 

You  see.  we  are  winning.  I 

But  we  need  you  to  help  keep  I 

' sjpAAAERICAN  CANCER  SOOETY 

^ Help  US  keep  winning. 


¡ 
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Soluble  Dietary  Fiber:  Metabolic  and 
Physiologic  Considerations* 

James  W.  Anderson,  MD* 
Janet  Tietyen  Clark,  RD* 


Plant  fibers  are  integral  parts  of  many  foods.  These 
fibers,  usually  considered  to  be  non-nutritive  because 
they  are  not  digested  in  the  small  intestine,  have 
important  influences  on  the  digestion  and  metabolism  of 
carbohydrates  and  lipids.'  High  fiber  diets  have  been 
advocated  by  researchs  and  organizations,  including  the 
American  Diabetes  Association,  American  Cancer 
Society  and  U.S.  Department  of  Agriculture,  for  the 
treatment  of  many  disease  states,  such  as  diabetes,  hyper- 
lipidemia, hypertension  and  obesity. A high  fiber 
intake  may  also  be  beneficial  in  the  prevention  of  certain 
cancers  based  on  epidemiologic  studies.'^’ 

The  focus  of  this  article  is  on  soluble  fibers  and  their 
physiologic  and  metabolic  effects.  The  information  on 
soluble  fibers  will  be  related  to  total  or  insoluble  fibers 
where  appropriate.  The  research  on  soluble  fibers  has 
emerged  within  the  last  decade  and  holds  much  promise. 
Recent  developments  in  the  identification  and  isolation 
of  the  soluble  fibers  from  other  fibers  make  this  a 
constantly  envolving  area  of  research. 

Definitions 

Total  dietary  or  plant  fiber  is  the  best  estimate  of  fiber 
as  it  is  used  by  the  human  body.  Plant  fibers  are  the 
nonstarch  polysaccharides  and  lignins,  primarily  from 
cell  wall  components  of  food,  which  are  not  digested  in 
the  small  intestine.' 

Measurement  of  plant  fiber  is  accomplished  after 
extraction  and  hydrolysis  to  remove  free  sugars,  lipids, 
waxes,  starch  and  proteins.'®  Definitions  were  somewhat 
I limited  by  fiber  measurement  methodology  problems 
' during  the  1970s  and  early  1980s. These  problems 

I 

I 

I 

I 
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included  the  early  method  for  crude  fiber,  which  resulted 
in  less  fiber  than  is  currently  obtained  by  treatments 
which  more  closely  resemble  the  human  intestinal  tract. 
Finally,  in  1984,  the  new  official  fiber  method  was 
accepted  by  the  Association  of  Official  Analytical 
Chemists  (AOAC)  and  recognized  by  the  Food  and  Drug 
Administration  (FDA). 

Dietary  or  plant  fibers  may  be  classified  as  water- 
insoluble  or  water-soluble.  The  insoluble  portion 
includes  celluloses,  hemicelluloses  and  lignins.'  Wheat 
products  are  the  most  widely  recognized  food  source  of 
insoluble  fiber, though  vegetables  and  fruits  also 
contain  significant  amount.^® 

Water-soluble  fibers  are  the  most  difficult  to  measure 
and  are  often  extracted  and  discarded  in  traditional  and 
current  AOAC  dietary  fiber  analysis  methods.  The 
soluble  fiber  fraction  includes  pectins,  gums  and  storage 
polysaccharides.'’  The  analysis  method  currently  being 
used  by  the  University  of  Kentucky  and  Veteran’s 
Administration  Medical  Center  Laboratory  is  a modifi- 
cation of  the  Englyst  method  of  fiber  analysis. Primary 
food  sources  of  soluble  fiber  include  oat  products, 
legumes  and  fruits.'  For  example,  an  average  serving  of 
oat  bran  (1/3  cup  dry)  provides  2 grams  of  soluble  fiber. 
One  cup  of  cooked  oatmeal  provides  1.5  grams  soluble 
fiber.  Legumes,  or  dried  beans  and  peas,  provide  an 
average  of  3 grams  soluble  fiber  per  1/2  cup  cooked 
serving. 


Physiologic  Effects 

Water-soluble  fibers,  including  food  ingredients  such 
as  pectin  or  guar  gum,  delay  gastric  emptying.'  The  effect 
of  wheat  bran,  containing  primarily  insoluble  fibers,  on 
gastric  emptying  time  has  not  been  well  defined.  Certain 
types  of  fiber  may  also  decrease  gastric  acidity.  The 
metabolic  importance  of  these  influences  on  gatric 
motility  and  acidity  have  not  been  established.' 
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In  the  small  intestine,  fiber  alters  transit  time,  affects 
absorption  rates  of  nutrients,  modifies  secretion  and 
action  of  digestive  enzymes  and  influences  secretion  of 
gastrointestinal  and  pancreatic  hormones.  Insoluble 
fibers  accelerate  transit  time.  Wheat  bran  is  effective  in 
accelerating  intestinal  transit  time  and  is  one  of  the  best 
fecal  bulking  agents.  Foods  rich  in  insoluble  fibers  delay 
glucose  absorption  and  slow  starch  hydrolysis  by 
insulating  it  from  digestive  enzymes  or  inhibiting 
digestive  enzyme  production  or  effectiveness.^’  Soluble 
fibers  also  delay  glucose  absorption  from  the  small 
intestine.  This  may  be  attributed  to  the  thickness  of  the 
unstirred  water  layer,  decreased  intestinal  motility  or 
delayed  gastric  emptying.* 

In  the  colon,  total  dietary  fiber  dramatically  affects 
bacterial  metabolism  and  fecal  bulk.  Most  fiber 
polysaccharides  are  completely  fermented  by  bacteria  in 
the  colon.  Fermentation  products  include  short-chain 
fatty  acids  (SCFA),  methane,  carbon  dioxide,  hydrogen 
and  water.  Most  SCFA  are  absorbed  and  may  affect 
hepatic  glucose  and  lipid  metabolism.*  Fecal  bulk  is 
increased  primarily  by  bacterial  mass  and  water.  Fiber 
may  bind  or  dilute  carcinogens  or  alter  bile  acid  meta- 
bolism to  help  reduce  the  risk  of  colon  cancer.’** 

Metabolic  Effects 

Fiber  ingestion  has  metabolic  effects  beyond  its 
influence  on  the  gastrointestinal  tract.  The  addition  of 
fiber  to  therapeutic  diets  for  the  treatment  of  disease 
states,  as  well  as  the  diet  for  maintaining  optimal  health, 
had  been  suggested  by  many.’"*^ 

• Diabetes 

Increased  dietary  (or  plant)  fiber,  particularly  soluble 
fiber,  has  proven  beneficial  in  the  treatment  of  diabetes 
by  lowering  insulin  requirements,”  improving  glycemic 
control,’*  decreasing  serum  cholesterol”  and  reducing 
blood  pressure.*  Jenkins  and  colleagues  renewed  interest 
in  the  area  by  reporting  lower  post-prandial  glucose 
levels  following  guar-  or  pectin-supplemented  meals  in 
1976.’  A recently  published  study  comparing  a low  fiber 
(1 1 grams/ 1000  kcal)  to  a high  fiber  (27  grams/ 1000  kcal) 
diet  reported  no  significant  improvement  in  glycemic  or 
lipid  control  for  a group  of  six  patients  with  Type  II 
diabetes. ’**  This  high  fiber  diet  did  not,  however,  contain 
significant  amounts  of  soluble  fiber.  In  metabolic  ward 
studies  by  one  researcher,  traditional  diets  for  diabetes 
were  compared  to  high  carbohydrate,  high  fiber  diets 
(HCF).  Traditional  diets  consisted  of  43%  carbohydrate, 
18%  protein,  39%  fat  and  20  grams  per  day  plant  fiber 
and  were  consumed  for  a one-week  control  period  by  50 
patients  with  both  Type  I and  Type  II  diabetes.  HCF 
diets  with  a composition  of  70%  carbohydrate,  18% 
protein,  12%  fat  and  70  grams  per  day  plant  fiber 
(approximately  25%  soluble)  were  consumed  for  the 
remaining  three  weeks  of  the  study.  Patients  with  Type  I 
diabetes  experienced  a 38%  decrease  in  insulin  require- 
ments while  fasting  plasma  glucose  levels  decreased  16%. 
In  addition,  this  commonly  hyperlipidemic  population 
experienced  serum  cholesterol  reductions  of  31%  with 
triglyceride  concentrations  remaining  unchanged.  In  the 


group  of  25  patients  with  Type  II  diabetes,  insulin 
therapy  was  discontinued  in  24  patients  with  a similar 
reduction  in  fasting  plasma  glucose,  24%  reduction  in 
cholesterol  and  no  change  in  try  glycerides.’*  Long-term 
studies  using  dietary  treatment  with  soluble  fiber  sources 
indicate  definite  advantages  for  patients  with  dia- 
betes.”’ ” 

• Hyperlipidemia 

HCE  diets  are  also  useful  in  treating  hyperlipidemia 
which  is  not  secondary  to  diabetes.  Soluble  fiber  is  the 
type  of  fiber  which  has  been  found  effective  in  lowering 
serum  cholesterol  levels.  Several  investigators  using 
soluble  fiber  sources  (pectin, ***  guar,’’  ’’  ” locust  bean 
gum,**  oat  bran  and  beans’**)  have  reported  significantly 
lower  cholesterol  levels.  Such  decreases  suggest  soluble 
fibers  may  reduce  the  risk  of  coronary  heart  disease  by  as 
much  as  40%. ” 

Both  oat  and  bean  products  are  rich  food  sources  of 
soluble  fiber.”  In  metabolic  ward  studies  by  one 
researcher,  20  men  with  hypercholesterolemia  were 
randomly  allocated  to  either  oat  bran  or  bean- 
supplemented  diets  following  a control  diet.  Control  and 
test  diets  provided  equivalent  amounts  of  carbohydrate, 
fat,  cholesterol  and  energy.  Test  diets,  however, 
contained  more  than  twice  the  total  plant  fiber  of  control 
diets  .and  three  times  more  soluble  fiber.  After  a 21-day 
period,  oat  bran  diets  decreased  total  serum  cholesterol 
levels  by  19%  with  a 23%  reduction  in  the  low-density 
lipoprotein  (LDL)  fraction.  Bean  diets  provided  similar 
results,  with  a 19%  total  cholesterol  decrease  and  24% 
reduction  in  LDL-cholesterol.’**  A report  in  the  June 
1986  Journal  of  the  American  Dietetic  Association 
indicates  that  oat  products  also  enhance  the  serum  lipid 
response  of  free-living  adults  on  a fat-modified  diet.’* 


Mechanisms 

Observations  of  the  metabolic  effects  of  increased  fiber 
ingestion  have  prompted  the  investigation  of  proposed 
mechanisms  for  these  effects.  These  mechanisms  are 
briefly  described  below. 

Decreased  insulin  demand  suggests  that  fiber  intake 
increases  the  peripheral  sensitivity  to  insulin.  High  fiber 
intakes  increase  the  number  of  insulin  receptors  on  circu- 
lating monocytes  and  increase  the  apparent  sensitivity  of 
skeletal  muscles  to  insulin.’*  The  possible  sodium- 
retaining  effects  of  insulin”  may  influence  blood  pressure 
response  to  fiber  intake.*’  ’*  The  mechanisms  related  to 
cholesterol-lowering  effects  may  be  explained  by  several 
possible  theories.  In  an  attempt  to  explain  the  hypocho- 
lesterolemic  effects  of  soluble  fiber,  early  investigators 
suggested  that  fecal  loss  of  cholesterol  or  bile  acids  was 
responsible.”  However,  metabolic  studies  indicate  most 
soluble  fibers  increase  fecal  bile  acid  excretions  some- 
what, but  do  not  increase  fecal  cholesterol  loss.’^ 

Another  theory  is  that  short-chain  fatty  acids  (SCFA), 
which  are  fermentation  products  of  fiber  in  the  colon,  are 
almost  completely  absorbed  into  the  portal  vein.***  It  is 
postulated  that  SCFA  production  and  absorption  may 
reduce  hepatic  synthesis  of  cholesterol.^*  In  addition,  it  is 
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proposed  that  oat  bran  may  act  as  a bile  acid-binding 
resin  and  accelerate  the  clearance  of  LDL-cholesterol 
from  the  blood."" 

A major  concern  with  high  fiber  diets  is  the  possible 
adverse  impact  on  vitamin  and  mineral  status.  In  a study 
of  fifteen  patients  following  HCF  diets  for  an  average  of 
21  months,  serum  vitamin  and  mineral  status  was 
assessed  to  be  normal."*^  Other  investigators  report 
similar  findings,  indicating  no  observable  deficiencies 
resulting  from  the  ingestion  of  high  fiber  diets,  even  in 
those  habitually  following  vegetarian  diets. Finally, 
these  mechanisms  may  also  impact  on  diseases  such  as 
obesity  and  hypertension.  More  research  needs  to  be 
conducted  regarding  the  use  of  high  fiber  diets  for  the 
treatment  of  these  diseases. 

Summary 

Over  the  past  15  years,  persuasive  evidence  has 
emerged  linking  increased  fiber  intake  to  the  prevention 
and  treatment  of  certain  common  Western  diseases. 
Recent  developments  in  the  identification  and  isolation 
of  water-soluble  fibers  have  allowed  the  investigation  of 
the  metabolic  effects  of  this  type  of  fiber.  Diabetes  is 
especially  responsive  to  increased  fiber  intake  with  the 
incorporation  of  soluble  fibers.  The  hypocholesterolemic 
effect  of  diets  rich  in  soluble  fiber  holds  much  promise  for 
the  prevention  and  treatment  of  coronary  heart  disease. 
Further  investigation  of  the  mechanisms  by  which  fiber 
exerts  its  therapeutic  effect  will  require  development  of 
non-invasive  techniques.  Fiber  may  help  in  the  fight 
against  diabetes,  obesity,  hyperlipidemia,  hypertension 
and  cancer. 
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Sulfites  in  various  forms  have  been  added  to  foods 
for  centuries.  The  earliest  recorded  use  was  the 
disinfection  of  wine  vessels  with  sulfur  dioxide  in  Roman 
times.  For  most  of  this  long  period  of  use  in  foods,  sulfite 
addition  was  considered  safe  for  all  consumers.' 
Recently,  however,  sulfites  have  been  implicated  as  initi- 
ators of  asthmatic  reactions  in  a small  subset  of  the 
asthmatic  population.^’  ^ While  scientific  panels  continue 
to  judge  sulfites  as  safe  for  the  majority  of  consumers, 
considerable  concern  has  arisen  regarding  the  potential 
hazards  faced  by  sulfite-sensitive  individuals. 

Sulflting  Agents  and  Food  Sources 

Six  sulflting  agents — sulfur  dioxide,  sodium  and  potas- 
sium metabisulfite,  sodium  and  potassium  bisulfite,  and 
sodium  sulfite — have  been  widely  used  in  foods.  All  six 
sulflting  agents  are  considered  (GRAS  (Generally 
Recognized  As  Safe)  for  all  uses  in  foods  except  fresh 
fruits  and  vegetables  (other  than  potatoes),  although 
their  status  is  now  under  active  review  by  the  Food  and 
Drug  Administration  (FDA)  and  is  virtually  certain  to 
change  further  in  the  near  future. 

A wide  range  of  residue  levels  can  be  found  in  sulfited 
foods  which  may  be  important  in  any  evaluation  of  the 
hazard  associated  with  ingestion  of  sulfited  foods. 
Important  exceptions  to  the  use  of  sulfites  exist  in  most 
general  food  categories.  For  example,  sulfites  are  used  in 
most  dried  fruits,  (>1,000  ppm)  and  wines  (100- 
150  ppm),  but  not  in  dark  raisins  or  prunes.  Sulfites  are 
used  in  many  dehydrated  vegetables  (typically  <100  ppm 
as  consumed),  but  not  in  onions  and  garlic.  Not  all  of  the 
sulfite  residues  in  food  originate  from  added  sulfites. 
Naturally  occuring  sulfite  exists  in  many  foods,  especially 
fermented  foods,  such  as  wine.^ 

Sulfites  display  a wide  range  of  useful  technical  effects 
in  foods,  including  the  control  of  enzymatic  and  non- 
enzymatic  browning,  antimicrobial  effects,  dough  condi- 
tioning, antioxidant  actions  and  bleaching.*»  ''  While 
sulfites  do  have  cosmetic  functions,  especially  in  their 
restaurant  applications,  they  have  many  other  important 
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uses  that  are  not  cosmetic.  Examples  would  include  their 
essential  antimicrobial  actions  in  corn  wet  milling  and 
wine  making.  The  cosmetic  uses  of  sulfites  should  not 
automatically  be  demeaned.  Darkened  dried  fruit  and 
brownish-grey  dehydrated  potatoes  are  not  appetizing  to 
many  consumers.  In  addition,  as  the  product  darkens, 
off-flavors  and  odors  appear  which  make  the  product 
unacceptable  and  nutrients,  such  as  proteins  and  vitamin 
C,  are  degraded,  thereby  reducing  nutritional  quality. 
Thus,  preventing  browning  keeps  the  food  at  high  quality 
and  nutritional  value. 

The  fate  of  added  sulfites  is  highly  dependent  on  the 
chemical  nature  of  the  food,  the  type  and  extent  of 
processing  used,  the  length  and  type  of  storage  condi- 
tions, the  permeability  of  the  package  and  the  level  of 
addition.’  Sulfites  react  readily  with  a variety  of  food 
constituents,  including  reducing  sugars,  aldehydes  and 
ketones,  and  proteins  to  form  various  combined  sulfites. 

Sulfite  in  the  American  Diet 

The  Federation  of  American  Societies  for  Experimental 
Biology  (FASEB)  panel  concluded  that  Americans 
consume  an  average  of  6 mg  SOj  equivalents  per  capita 
per  day.'*  Most  of  this  sulfite  comes  from  a few  foods  with 
high  residual  SOj  levels.  It  is  possible  to  consume  much 
higher  levels  of  sulfite.  For  example,  1/2  ounce  (14  g)of 
dried  fruit  at  1,000  ppm  contains  14  mg  sulfite. 

Sulfite  Metabolism 

The  major  pathway  for  metabolism  of  sulfite  consists 
of  its  oxidation  to  sulfate  via  the  enzyme,  sulfite  oxidase.® 
This  enzyme  also  represents  the  final  step  in  the  conver- 
sion of  the  sulfur-containing  essential  amino  acids, 
cystine  and  methionine,  into  sulfate.  This  normal 
metabolic  process  serves  to  dispose  of  the  normal  exces- 
sive intakes  of  these  amino  acids  as  sulfate,  which  can  be 
easily  excreted  in  the  urine.  Adult  humans  usually  excrete 
about  2.5  g of  sulfate  per  day  in  their  urine.  Sulfite  intake 
from  foods  accounts  for  only  a small  fraction  of  this 
sulfate  excretion.  The  high  capacity  of  sulfite  oxidase 
normally  results  in  very  rapid  clearance  of  exogenous 
sulfite.  The  metabolism  of  the  combined  forms  of  sulfite 
that  predominate  in  most  foods  has  not  been  extensively 
investigated. 

Safety  of  Sulfites 

For  the  majority  of  the  population,  there  is  no  evidence 
that  the  sulflting  agents  represent  any  hazard  at  current 
levels  of  use.'*  The  conclusion  was  reached  by  comparing 
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estimates  of  sulfite  intake  with  information  on  the 
toxicity  of  sulfites  in  experimental  animals.  The  best 
chronic  toxicity  study  in  rats  revealed  a “no-effect-level” 
of  at  least  72  mg  of  SO2  equivalents  per  kg  body  weight 
per  day.^  Based  on  this  rat  study,  the  Joint  Food 
Agricultural  Organization/ World  Health  Organization 
(FAO/WHO)  Expert  Committee  on  Food  Additives’® 
applied  a 100-fold  safety  factor  and  estimated  the 
acceptable  daily  intake  (ADI)  for  humans  as  0.7 
mg/kg/day.  For  a 60  kg  (1321bs)human,this  ADI  would 
equate  to  an  upper  safe  intake  of  42  mg  of  SO2 
equivalents  per  day.  This  AD  is  far  in  excess  of  the 
estimated  per  capita  average  intake  of  6 mg/day  for  food 
and  10  mg  for  those  who  regularly  consume  wine  and 
beer.'*  But  as  noted  earlier,  selection  of  a particular  meal 
can  result  in  considerably  higher  sulfite  intakes. 
Exceeding  the  ADI  in  this  manner  would  result  in  no 
harm  to  normal  individuals  unless  done  on  a regular 
basis. 

Sulfites  have  no  adverse  effect  on  reproductive  proces- 
ses" and  elicit  no  carcinogenic  response  in  chronic 
feeding  studies."  Sulfites  do  induce  mutations  in  certain 
microbial  and  mammalian  cell  culture  test  systems,*’  " 
but  these  mutagenic  effects  generally  require  high  doses 
of  sulfite  and  do  not  occur  in  more  complex  test 
systems.'*  ’ ^ Sulfites  can  also  inhibit  the  mutagenic  effects 
of  some  known  mutagens  and  carcinogens. '*>  ^ The 
toxicity  of  the  combined  forms  of  sulfite  has  received 
little  attention. 

Adverse  Reactions  Attributed  to  Sulfites 

In  sulfite -sensitive  individuals,  asthma  has  been  the 
most  frequently  encountered  adverse  reaction.^’  ’’  These 
reactions  can  be  sufficiently  severe  in  some  cases  to  be 
life-threatening.  The  association  of  sulfite  ingestion  with 
asthma  has  been  well  established  through  the  use  of 
carefully  controlled  and  blinded  challenges.^’  * Sulfites 
have  also  been» implicated  in  a variety  of  other  adverse 
reactions  ranging  from  cutaneous  manifestations  to 
diarrhea,’  although  most  of  these  reports  are  anecdotal. 
Further  clinical  investigation  including  double-blind 
challenges  will  be  necessary  to  substantiate  any  role  for 
sulfites  in  these  other  adverse  reactions. 

Only  a small  fraction  of  the  asthmatic  population  is 
sensitive  to  the  ingestion  of  sulfites.  Simon,  et  al.," 
estimated  that  about  8%  of  all  asthmatics  were  sulfite- 
sensitive  based  on  capsule  challenge  studies.  This  would 
equate  to  about  720,000  sulfite-sensitive  asthmatics 
nationwide.  Buckley,  et  al.,"  observed  a somewhat  lower 
prevalence  of  4.6%  in  another  study.  A recent  study  at  the 
University  of  Wisconsin  has  determined  that  sulfite 
sensitivity  occurs  almost  exclusively  in  steroid-dependent 
or  severe  asthmatics.'®  The  prevalence  of  sulfite  sentivity 
was  estimated  at  8.4%  for  steroid-dependent  asthmatics 
and  only  0.8%  for  non-steroid-dependent  asthmatics. 
This  prevalence  rate  would  equate  to  about  180,000 
steroid-dependent  sulfite-sensitive  asthmatics  nationwide. 

The  threshold  for  sulfite  sensitivity  varies  among 
individuals.  In  challenge  studies,  the  most  sensitive 
subjects  react  to  capsules  containing  about  3 mg  SO2 
equivalents,  while  the  least  sensitive  subjects  react  to 


capsules  containing  about  120  mg  SO2  equivalents.*’  ‘® 
Whereas  patients  with  100  mg  SO2  thresholds  may  not 
have  many  problems  with  dietary  sulfites,  the  more 
sensitive  individuals  (5-50  mg  SO2  equivalents  thresholds) 
can  easily  obtain  a provoking  dose  of  sulfite  in  a single 
meal. 

Recent  studies  at  the  University  of  Wisconsin  Clinical 
Sciences  Center  with  a few  sulfite-sensitive  asthmatics 
show  that  some  sulfited  foods  do  not  elicit  asthma  in 
confirmed  sulfite-sensitive  asthmatics."  In  these  studies, 
sulfite-sensitive  asthmatics  were  identified  initially  by 
single-blind,  capsule-beverage  challenge  and  confirmed 
by  double-blind,  capsule-beverage  challenge.'®  In  these 
trials,  no  confirmed  reactions  occurred  to  either 
dehydrated  potatoes  (30-80  ppm  total  SO2)  or  shrimp 
(100  ppm  total  SO2)  even  though  large  servings  were 
ingested.  Reactions  did  occur  among  these  patients  to 
lettuce  (440-500  ppm  total  SO2),  dried  apricots  (2,000- 
3,000  ppm  total  S02)and  whitegrape  juice  (180-250  ppm 
total  SO2).  Howland  and  Simon'*  similarly  observed 
reactions  to  sulfited  lecttuce  among  5 confirmed  sulfite- 
sensitive  asthmatics.  Further  studies  are  needed  to  define 
which  sulfited  foods  may  trigger  reactions  in  sulfite- 
sensitive  asthmatics. 

Reactions  to  sulfited  foods  are  likely  dependent  upon 
the  sulfite  residue  level  of  the  food,  the  threshold  of 
sensitivity  of  the  individual  and  the  type  of  food. 
Regulations  should  protect  the  most  sensitive  individuals. 
However,  even  highly  sensitive  subjects  do  not  react  to  all 
sulfited  foods.  Foods  with  low  residual  sulfite  levels 
(<  100  ppm  total  SO2)  seem  less  likely  to  trigger 
asthmatic  reactions  based  on  our  current  information. 
However,  further  studies  wilt  be  necessary  to  confirm 
these  initial  findings.  The  type  of  food  may  be  important 
because  of  the  ratio  of  free  to  combined  sulfites.  The 
capsule  and  beverage  challenges  prove  that  some 
asthmatics  will  react  to  free  sulfites.  Yet,  combined 
sulfites  predominate  in  most  sulfited  foods;’  lettuce  is  a 
notable  exception."  Reactions  to  combined  sulfites  may 
not  occur  at  all  or  may  occur  for  only  certain  forms  of 
combined  sulfite.  Analytical  procedures  are  focusing  on 
total  SO2,  but  there  is  no  certainty  that  sensitive 
asthmatics  are  reacting  to  the  combined  portion  of  total 
SO2. 


Regulation  of  Sulfites 

The  FASEB  paneF  clearly  concluded  that  continued 
use  of  sulfites  at  present  levels  would  present  no  hazard  to 
the  majority  of  consumers.  However,  they  also  concluded 
that  the  evidence  demonstrates  or  suggests  reasonable 
grounds  to  suspect  a hazard  of  unpredictable  severity  for 
sulfite-sensitive  individuals  from  the  continued  use  of 
sulfites  at  present  levels. 

Labeling  of  packaged  foods  is  without  doubt  the  most 
logical  means  of  protecting  sulfite-sensitive  asthmatics. 
Labeling  is  the  key  means  of  protection  for  individuals 
with  other  types  of  food  sensitivities.  The  FDA  will 
require  (Jan.  9,  1987)  that  packaged  foods  that  contain 
detectable  levels  of  sulfite  (defined  as  10  ppm  or  more) 
must  declare  the  sulfite  in  the  ingredient  label. 
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The  labeling  approach  is  clouded  by  concern  over  the 
lack  of  sulfite  labeling  in  restaurant^.  This  concern  is 
quite  valid  since  most  of  the  reported  sulfite  reactions 
have  occurred  in  restaurants.  Responding  to  this  fact,  the 
FDA  recently  enacted  a second  regulation  that  prohibits 
the  addition  of  sulfite  to  fruits  and  vegetables  intended 
for  consumption  in  the  raw  state.  This  action  should 
eliminate  opportunities  for  misuse  of  sulfites  in  res- 
taurants. 

Summary 

Regulators  should  be  concerned  about  sulfute  use  in 
foods.  The  use  of  good  manufacturing  practices  and 
labeling  may  be  sufficient  to  control  existing  hazards  for 
sulfite-sensitive  asthmatics.  Banning  selected  uses  of 
sulfites  does  not  appear  to  be  justified  with  the  possible 
exception  of  the  direct  use  of  sulfites  in  restaurants. 
Further  research  is  needed  on  the  reactivity  of  sensitive 
individuals  to  sulfited  foods  and  improved  methods  for 
the  accurate  detection  of  sulfite  residues  in  foods. 
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D NECROTIZING  ENTEROCOLITIS  IN  PUERTO  RICO:  A LOW 
MORTALITY  RATE.  Mora  E,  Avilés  T.  Pediatric  Surgery 
Department,  Medical  Sciences  Campus,  University  of  Puerto  Rico, 
Rio  Piedras,  Puerto  Rico. 

Necrotizing  enterocolitis  (NEC)  is  a serious  problem  in  nurseries 
and  neonatal  intensive  care  units,  and  carries  a high  morbidity  and 
mortality.  The  present  study  analyzes  possible  factors  that  can 
explain  the  curious  finding  of  a low  mortality  rate  in  certain  Puerto 
Rican  hospitals.  We  reviewed  41  cases  from  two  neonatal  intensive 
care  units  in  the  island.  Maternal  neonatal  and  metabolic  factors, 
clinical  presentation,  radiological  evidence,  medical  and  surgical 
treatment,  complications  and  outcome  were  analyzed.  Historical 
control  groups  from  reported  series  were  used  in  some  instances  for 
comparison. 

The  following  results  emerged  from  our  analysis: 


Our  study 

Literature 

Incidence  (%) 

2.0 

2.2 

Mortality  rate  (%) 

7.4 

30.0 

Mean  birthweight  (Kg) 

2.2 

1.5 

Mean  gestational  age  (weeks) 
Apgar  Scores: 

35 

32 

1 min 

7.0 

5.0 

5 min 

8.0 

7.1 

Age  at  diagnosis  (days) 

10.5 

10.75 

These  data  suggest  that  although  we  have  a comparable 
incidence  of  this  entity  to  those  described  in  the  literature  and  that 
the  age  at  diagnosis  is  also  comparable,  we  have  a lower  mortality 
rate.  The  fact  that  our  babies  had  a higher  birthweight  and  mean 
gestational  age  than  those  reported  in  others  series,  could  explain,  in 
part,  our  low  rate.  However,  it  is  unclear  from  our  data  the  nature  of 
the  resistance  of  more  premature  babies  to  present  this  disease. 


B IMMUNOSUPPRESSION  AND  PANCREAS  TRANSPLAN- 
TATION. Prieto  M,  Sutherland  DER,  Eernandez-Cruz  L,  Heil  J, 
Najarían  JS.  Department  of  Surgery,  University  of  Minnesota, 
Minneapolis  MN. 

A major  reason  for  failure  of  pancreas  transplants  is  the 
relatively  high  incidence  of  rejection.  Cyclosporine  (Cs  A)  immuno- 
suppression has  marked  a new  era  on  the  outcome  of  other  organ 
transplants.  However,  rejection  still  remains  a major  concern  in 
pancreas  transplantation.  We  performed  a total  pancreatectomy 
and  segmental  pancreas  allotransplants  in  mongrel  dogs.  The  graft 
splenic  vessels  were  anastomosed  to  the  iliac  vessels  and  a 
pancreaticocystomy  was  performed  for  exocrine  drainage. 

Dogs  were  than  placed  under  3 immunosuppression  protocols. 
Group  I (n=6)  received  CsA  (25  mg/kg/ day)  alone.  Group  II  (n=6) 
received  CsA  (25  mg/kg/day),  Azathioprine  (2.0  mg/dl/day)  and 
Prednisone  (1  mg/kg/day)  (triple  therapy)  and  Group  III  (n=I0) 
received  CsA  (25  mg/kg/day)  initially  and  Azathioprine 
(5  mg/kg/day)  and  antilymphocytic  globulin  (ALG)  (1  mg/kg/day) 
were  added  to  the  treatment  on  the  day  following  a raise  in  serum 
glucose  (S.G.)  > 150  mg/dl.  A fourth  group  (Group  IV)(n=6)was 
not  treated  with  immunosuppressive  drugs.  We  defined  graft  failure 
as  a permenant  elevation  of  serum  glucose  to  >150  mg/dl. 

Allograft  functional  survival  (mean  ± S.E.)was9.3  ± 0.7  days 
in  Group  1,  28.0  ± 8.3  days  in  Group  II,  9.2  ± 0.5days  in  Grouop 
III,  9.2  ± 0.2  days  in  group  IV.  In  Group  III  only  1 out  of  10  dogs 
had  a reversal  of  the  hyperglycemic  state  for  four  days.  In 
conclusion,  no  statistical  significant  difference  was  seen  between 
groups  treated  with  no  immunosuppression  (Grp  IV),  CsA  (Grp  I) 
or  CsA  plus  antirejection  therapy  with  Azathioprine  and  ALG  (Grp 
III).  In  contrast,  dogs  treated  with  triple  therapy  (Grp  II) allograft 
functional  survival  was  more  than  three  fold  greater  than  the  other 
groups.  Prophylactic  combination  immunotherapy  is  the  most 
effective  protocol. 


B OXYGEN  FREE  RADICAL  SCAVENGERS  FOR  RENAL 
PRESERVATION.  Baron  P,  Casas  C,  Heil  J,  Sutherland  DER. 
Department  of  Surgery,  University  of  Minnesota,  Minneapolis,  MN. 

Accumulation  of  oxygen  free  radicals  (OFRs)  have  been  shown 
to  damage  the  renal  tissue  for  kidney  transplantation.  We 
hypothesized  that  perfusate  containing  OFR  scavengers  would 
improve  the  kidney  preservation.  Thirty-five  dogs  underwent  auto- 
transplantation of  their  left  kidney  after  30  minutes  of  warm 
ischemia  and  48  hours  of  machine  perfusion  (Waters  MOX-lOO) 
at  5°C.  The  right  kidney  was  removed  at  the  time  of  autotrans- 
plantation. Preservation  solution  was  randomly  selected  from  one 
of  four  types: 

Solution  1:  Silica  Gel  Fraction  (SGF)  plus  desferrioxamine 
Solution  2:  SGF 

Solution  3:  SGF  ceruloplasmin  enriched. 

Solution  4:  SGF  ceruloplasmin  reduced 


Serum  creatinine  was  measured  daily  for  two  weeks  and 
mortality  rate  analyzed  by  Chi-Square  method. 


Solution 

1 (n=8) 

2 (n=9) 

3 (n=8) 

4 (n=10) 

Died 

0* 

1 

5 

7 

% Mortality 
Mean  Peak 

0 

90 

63 

70 

Creatinine 

8.7  ± 2.6** 

15.4  ± 6 

8.7  ± 4.5 

10.2  ± 4.4 

*Chi-Square:  14.7,  p 0.002.**  p<. 02 

We  concluded  that  kidney  preservation  with  SGF  containing 
desferrioxamine  is  superior  to  SGF  containing  ceruloplasmin  and 
SGF. 


Bthe  use  of  nitrogen  output  to  calculate  the 

RESTING  ENERGY  EXPENDITURE.  Cardona  E,  Ortiz  V, 
Ramirez-Schon  G.  Department  of  Surgery,  Mayagiiez  Medical 
Center,  Mayagüez,  Puerto  Rico. 

The  Harris  Benedict  equation  (HB)  and  the  Fleish  equation  (F) 
use  anthropometric  measurements  to  calculate  basal  energy 
expenditure  (BEE)  in  the  human.  Nitrogen  output  (NO)  and  oxygen 
consumption  (V02)  are  used  to  calculate  resting  energy  expenditure 
(REE)  which  is  consistently  greater  than  BEE  by  a factor  of  1.2  to 
1.5. 

Informed  consent  was  obtained  from  6 healthy  patients  who 
were  admitted  for  elective  surgery  and  the  BEE  was  calculated  by 
the  HB  and  F formulae.  The  V02  was  obtained  by  3 measurements 
on  an  MRM-2  indirect  calorimeter  in  the  morning  upon  awakening 
after  a 12  hour  fast.  Nitrogen  output  was  obtained  by  a 12  hour  urine 
collection  after  the  12  hour  fast  which  was  prolonged  for  12  hours 
more.  All  patients  were  maintained  on  half  strenghth  Ringers 
solution  during  the  24  hour  fasting  period. 

Results  are  shown  in  the  table: 


Method 

V02 

NO 

HB 

F 

Calculated  Mean 

Daily  Caloric 

Intake 

1749.7 

1327.9 

1288.8 

1390.7 

Standard  Deviation 

336.9 

345.2 

252.9 

223.1 

Differences  between  means  were  analyzed  by  Students  t-tests 
and  the  REE  calculated  by  V02  was  significantly  different  from  the 
other  means  with  p=0.018  to  0.042.  There  were  no  significant 
differences  between  the  means  for  caloric  intake  calculated  by  NO, 
HB,  or  F. 

Conclusion:  REE  calculated  by  NO  in  patients  at  rest 
approximates  more  a BEE  as  calcualted  by  HB  and  F and  is 
significantly  different  from  the  REE.  Whether  this  is  true  for  piatients 
under  stress  is  to  be  determined. 
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B HYPERDYNAMIC  SEPSIS  DOES  NOT  INHIBIT  HEPATIC 
KETOGENESIS.  Alden  P,  González-Cancel  I,  Morton  T,  Chou  R, 
Cerra  EB.  Dept,  of  Surgery,  Univ.  of  Minnesota,  Minneapolis,  MN. 
Fasting  ketosis  is  not  seen  in  human  sepsis.  The  hypothesis  that 
hepatic  ketone  (K)  production  is  inhibited  by  sepsis  was  tested  in  a 
canine  model  of  hyperdynamic  sepsis.  16  dogs  with  Swan-Ganz 
catheters  had  ultrasonic  flow  probes  placed  on  the  portal  vein  (PV) 
and  hepatic  artery  (HA).  Using  cannulae  placed  in  the  left  hepatic 
vein  (HV),  PV,  and  aorta  (Ao)  for  blood  sampling,  levels  of 
acetoacetate  (ACO)  and  B-hydroxybutyrate  (BOHB)  were  measured. 
Hepatic  ketone  release  was  calculated  as 

((PVK)xPVnow+(AoK)xHAflow)-(HVK)x(PVflow+HAnow) 
The  animals  recovered  for  one  week  post-op.  After  18°  fast,  hepatic 
flow  and  regional  ACO  and  BOHB  were  determined.  In  septic  dogs 
the  cecum  was  ligated  and  studies  were  repeated  after  48  hours  (66 
hours  fasting).  Control  dogs  were  studied  at  the  same  time  points 
without  cecal  ligation.  All  dogs  received  8ml/kg/hr  normal  saline 
and  0.1  mg/kg/hr  morphine  continously  following  the  first  study. 

CECAL  LIGATION  (n-10)  NO  CECAL  LIGATION  (n-6) 
Total  fasting  time:  Total  fasting  time: 

18  hours  66  hours  18  hours  66  hours 


B MUSCLE  FLAPS  IN  THE  MANAGEMENT  OF  VASCULAR 
GRAFTS  IN  CONTAMINATED  WOUNDS:  AN  EXPERI- 
MENTAL STUDY  IN  DOGS.  Canario  QM,  Cruz  NI.  Medical 
Sciences  Campus,  University  of  Puerto  Rico,  Rio  Piedras,  Puerto 
Rico 

This  study  evaluates  in  an  animal  model  the  efficacy  of  muscle 
flaps  in  protecting  the  fabric  vascular  prosthesis  when  placed  in 
contaminated  wounds.  A total  of  20  adult  mongrel  dogs  received  a 
2cm  interposition  polytetrafluoroethylene  (PTFE)  graft  to  each 
femoral  artery  at  the  groin  level.  In  half  of  the  animals  the  grafts 
were  covered  with  a distally  based  sartorios  muscle  flap,  before 
completing  a standard  two  layer  closure.  Thedogswere  then  divided 
in  the  following  groups: 

group  1-A  (n=5)  animals  without  muscle  flap,  wound 
inoculated  with  1x10*  Staph,  aureus, 
group  I-B  (n=5)  animals  with  muscle  flap,  wound  inoculated 
with  1x10*  Staph,  aureus. 

group  II-A  (n=5)  animals  without  muscle  flap,  wound 
inoculated  with  IxlO*  Staph,  arureus. 
group  II-B  (n=5)  animals  with  muscle  flap,  wound 
inoculated  with  lxl0‘  Staph,  aureus. 


CO  (1 /min) 

4.88±1.06 

8.2712.17* 

6.8111. 10ÍÍ 

6.0310.43fl 

SVR  (dayne  x cm’) 

16621471 

8951214 

11761384 

12511138« 

PV  Flow  (ml/min) 

5881177 

8841270* 

5121115 

544157» 

HA  Flow  (ml/min) 

147166 

3911168* 

185157 

130153# 

Blood  ACO  (umol/ml) 

0.0910.03 

0. 1310.06 

0.1010.03 

0.1310.02* 

Blood  BOHB  (”) 

0.0410.02 

0. 1410.12* 

0.0210.02 

0.1210.06 

Total  Ketone  (’*) 

0.1310.04 

0.2410.13 

0.1210.04 

0.2510.6* 

Hepatic  Ketone 

51.0131.9 

158.71:121.0* 

39.7143,6 

79.61162.0 

Production  (umol/min) 


MeanlSD.  •=p<.05  rdaiive  to  18°  study.  ff=P<.05  relative  control  at  same  lime  point.) 

In  this  clinically  relevant  model  of  hyperdynamic  sepsis,  visceral 
blood  flow  increases  and  there  is  no  inhibition  of  hepatic  ketone 
production  relative  to  a comparable  length  of  starvation  without 
sepsis. 


Below  cytrometry  and  immunofluorescence 

STUDIES  OF  LYMPHOCYTES  FROM  MICE  ON  HIGH 
CHOLESTEROL  DIETS.  Ayala  D,  Alonso  N,  Echegaray  F, 
Lavergne  J,  Santiago- Delpin  EA.  University  of  Puerto  Rico  and  San 
Juan  Veterans  Administration  Hospital,  San  Juan,  Puerto  Rico. 

Mice  fed  high  or  low  cholesterol  diet  show  a variety  of  immune 
defects.  We  wanted  to  study  whether  these  defects  were  associated 
with  physical,  changes  in  the  size  and  granularity  of  the  lymphocytes 
or  by  alterations  in  the  number  or  proportion  of  T-helper  and  T- 
suppressor  cells.  Mice  were  fed  eitherregular,high  cholesterol  (2%), 
or  low  cholesterol  (0%)  diets  for  two  weeks  before  the  experiment. 
Splenic  lymphocytes  were  purified  by  Ficol-Hypaque  gradient  centri- 
fugation. In  one  experiment,  they  were  incubated  with  either  Lyt/1 
or  Lyt/2  monoclonal  antibodies  and  examined  either  under  UV 
light  microscopy  or  with  the  Coulter  flow  cytometer.  Helper  T-cells 
were  respectively  35.8±10,  30.4±10  and  32. 6±6for controls,  2%  and 
0%,  while  suppressors  were  respectively  12±3,  10.8±2,  1L2±2. 
Fluorescence  cytometry  was  similar.  TH/TS  ratios  were  also 
similar.  In  a second  experiment,  unmodified  cells  were  examined 


One  month  after  the  surgery,  all  the  animals  were  sacrificed  and 
quantitative  cultures  were  performed  of  the  tissue  surrounding  the 
vascular  graft. 


Results 


Group 

% of  vascular  grafts 

with  10*  bacteria/gram  p value 

I-A  (without  muscle) 

90% 

- 

I-B  (with  muscle) 

10% 

p<.05 

II-A  (without  muscle) 

100% 

- 

II-B  (with  muscle) 

70% 

p>.05 

The  muscle  flaps  were  capable  of  protecting  the  vascular 
prosthesis  with  inoculums  up  to  10*  organisms  but  at  greater 
bacterial  contamination  their  efficacy  was  no  longer  significant. 


Dthe  effect  of  ticlopidine  and  aspirin  on  pla- 
telet DEPOSITION  AND  GRAFT  PATENCY  OF  SMALL 
DIAMETER  VASCULAR  GRAFTS.  Valentin  L,  Sicard  GA, 
M.B.  Freeman  MB,  Neuberger  S,  Anderson  CB.  Departmen  of 
Surgery,  Section  of  Vascular  Surgery,  Washington  University 
School  of  Medicine,  St.  Louis,  MD. 

Platelet  deposition  is  critical  to  the  patency  of  small  diameter 
vascular  grafts.  This  study  evaluates  ticlopidine  (TC)  a new  platelet 
inhibitor  and  compares  its  action  to  aspirin  (ASA). 

Thirty-two  mongrel  dogs  (20-30  kg)  were  divided  into  four  groups: 
Group  I (control  N=8),  Group  II  TC  ( 100  mgs/kg/day  p.o.)  (N=8), 
Group  III  ASA  (3  mgsAg/day  p.o.),  and  Group  IV  TC 
(100  mgs/kg/day)  and  ASA  (3  mgsAg/day)  (N=8).  Polyflurote- 
tra ethylene  (Gortex®)  grafts,  6 cm  long  and  4 mm  internal  diameter, 
were  implanted  in  the  carotid  and  femoral  arteries.  In  vivo  platelet 
deposition  was  calculated  in  all  patent  grafts  at  24  hours  using  a dual 
isotope  (In'"  and  Tc”m)  scintigraphic  technique  and  expressed  as 
Percent  Indium  Excess  (%IE).  Patency  was  assessed  at  one  month 
post-implantation. 


with  the  cell  cytometer  for  size  and  granularity.  Line-plot  analysis 
showed  that  the  three  groups  were  also  similar  in  size  and 
granularity.  Thus,  the  immune  defect  caused  by  cholesterol  diets  is 
not  mediated  by  physical  changes  in  size  and  granularity  or  by 
changes  in  T-helper  or  T-suppressor  cells. 


Group  I 
Group  1 1 
Group  HI 
Group  IV 


24-Hour  %IE* 

143±16 

98±17** 

87±11** 

195±26 


1-Month  Patency 


8/32  (25%) 
27/31  (87%)*** 
26/29  (90%)*** 
32/32  (100%)*** 


* Mean  ± SEM,  **  p 0.05  compared  to  control  (ANOVA) 
**  p<0.01  compared  to  control  (Fisher’s  Exact  test) 


We  found  that  TC,  ASA,  and  TC  + ASA  were  effective  in 
significantly  improving  the  one  moth  patency  of  the  small  diameter 
vascular  grafts  when  compared  to  control  animals  and  this 
correlated  with  significantly  decreased  early  (24  hour)  platelet 
deposition. 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 

EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  15Ü  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 
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%=l1fe-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of 
indicates  that  the 
cimetidine  is  less 
therapy. 


ranitidine  over  cimetidine  in  these  trials 
dosing  regimen  currently  recommended  for 
likely  to  be  as  successful  in  maintenance 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 

P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantaeiso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo 


Zantaciso 

ranittíineHCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC'  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  m ZANTAC’  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC'  is  indicated  in: 

1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers, 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol- 
linger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short  term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC’  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION).  Caution  should  be  observed  m 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC'  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting,  and  abdominal  discomfdrt/pain  have  bpen 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  m 6 of  12  subjects  receiving  100  mg 
qid  IV  tor  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and.  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

OVERDDSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  m whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  Individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 
basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/mm  is 
150  mgevery  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HDW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC”  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30°C  (59°  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  October  1986 
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NICU  TREATMENT  OF  LOW  BIRTH  WEIGHT 
INFANTS  VARIES;  AND  SO  DOES  THE 
INCIDENCE  OF  CHRONIC  LUNG  DISEASE 


“As  expected,  striking  differences  were  found  in  the 
racial  distribution  between  centers,”  the  study  said. 
“These  differences  had  to  be  there  by  virtue  of 
geography,”  commented  Mary  Ellen  Avery,  M.D.,  study 
author.  “Since  white  infants  are  at  greater  risk  than  black 
infants,  we  wanted  to  know,  did  Columbia  still  look 
better  when  the  differences  were  accounted  for.  And  they 
did.”  Columbia  had  a high  number  of  black  infants  in  its 
neonatal  unit. 

The  differences  between  centers  was  a “terribly 
important  observation,”  according  to  Dr.  Avery.  “One 
can’t  ignore  the  fact  that  whatever  the  reason,  Columbia 
has  a better  outcome.” 

The  authors  point  out  that  chronic  lung  disease  is  only 
one  of  several  complications  of  prematurity  and  low  birth 
weight.  This  study  did  not  evaluate  the  effect  of  the  dif- 
ferent therapies  on  the  occurrence  of  such  things  as  intra- 
cranial hemorrhage,  potential  blindness,  certain  heart 
murmurs  and  abnormal  behavioral  development. 

The  male  disadvantage  with  respect  to  survival  was 
confirmed  in  this  study  with  fewer  boys  than  girls 
surviving  without  added  oxygen  at  28  days  of  age. 


' Does  the  method  of  treating  low  birth  weight  infants 
' with  breathing  problems  relate  directly  to  whether  they 
. might  avoid  contracting  chronic  lung  disease?  Apparently 
so,  says  a new  medical  study. 

Significant  differences  in  the  incidence  of  chronic  lung 
disease  in  low  birth  weight  infants  were  found  between 
eight  major  neonatal  intensive  care  units,  even  when  birth 
weight,  race  and  sex  were  taken  into  consideration. 

In  the  January  1987  issue  of  Pediatrics,  takes  a look  at 
how  eight  centers  treated  low  birth  weight  infants 
and  found  that  Columbia  Presbyterian  Medical  Center, 
New  York,  had  one  of  the  best  outcomes  for  low  birth 
weight  babies  and  the  lowest  incidence  of  chronic  lung 
! disease.  Chronic  lung  disease,  often  called  bronchupul- 
I monary  dysplasia,  was  defined  in  this  study  as  the  need 
for  increased  inspired  oxygen  at  28  days  of  age. 

Columbia’s  practices  differed  from  the  other  centers  in 
several  ways: 

• it  instituted  continuous  positive  airway  pressures 
with  nasal  prongs  soon  after  birth  in  all  weight  groups  of 
infants  who  showed  signs  of  respiratory  distress, 

• muscle  relaxants  were  not  used;  infants  were  allowed 
j to  breathe  spontaneously  with  minimal,  but  adequate, 

ventilator  settings, 

• it  was  the  only  center  that  identified  a single 
I individual  as  responsible  for  ventilatory  management. 

The  study  included  1,625  infants  with  birth  weights 
'l  from  700  to  1,500  grams  at  Brigham  and  Women’s 
Hospital,  Boston;  University  of  California,  San  Francisco; 
Mt.  Sinai  Hospital,  Toronto;  Vanderbilt  University, 
Nashville;  Texas  Children’s  Hospital,  Houston;  Univer- 
sity of  Washington,  Seattle;  University  of  Texas,  Dallas; 
I and  Columbia. 


BLOOD  PRESSURE  STUDY  FINDS  ROOTS  OF 
HYPERTENSION  IN  CHILDHOOD 


Though  hypertension  isn’t  a public  health  problem  for 
children,  it  can  significantly  affect  them  if  it  gets  too  high. 
In  fact,  there  is  evidence  that  shows  the  roots  of  essential 
hypertension  extend  back  into  childhood. 

Writing  in  the  January  1987  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (AAP), 
Michael  J.  Horan,  M.D.,from  the  National  Heart,  Lung 
and  Blood  Institute  (NHLBI),  Bethesda,  MD,  suggests 
the  optimal  first-line  treatments  for  elevated  blood 
pressure  in  children  are  non-drug  related  strategies. 

“By  controlling  excess  weight,  reducing  salt  intake  and 
increasing  aerobic  exercise,  we  now  are  starting  to  see 
some  blood  pressure  benefits.  This  may  avoid  having  to 
use  drugs  for  reducing  hypertensive  risks,”  says 
Dr.  Horan.  However,  he  does  mention  there  will  be 
some  children  who  will  require  antihypertensive  drug 
therapy  to  avoid  organ  damage. 

Dr.  Horan  and  researchers  from  the  NHLBI’s  Task 
Force  on  Blood  Pressure  Control  in  Children  defined 
normal  blood  pressure  in  children  by  evaluating  data 
derived  from  sampling  more  than  70,000  white,  black  and 
Mexican-American  children  in  the  United  States  and 
Great  Britain.  Their  study  is  a revised  version  of  the 
original  Task  Force  report  published  in  1977. 

Though  data  that  could  yield  precise  information 
about  the  ralationship  between  childhood  pressure  and 
cardiovascular  risk  are  not  yet  available,  the  Task  Force 
did  draw  definitions  for  blood  pressure  standards.  The 
new  blood  pressure  standards  in  this  report  include: 
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* normal  blood  pressure  — less  than  the  90th 
percentile  for  age  and  sex; 

* high  normal  blood  pressure  — between  the  90th  and 
95th  percentile  for  age  and  sex; 

* high  blood  pressure  — greater  than  the  95th 
percentile  for  age  and  sex  with  measurements 
obtained  on  at  least  three  occasions. 

Because  children  with  normal  blood  pressure  today 
can  become  the  hypertensives  of  tomorrow,  Dr.  Horan 
recommends  “getting  a handle”  on  a child’s  blood 
pressure  during  his  early  years  and  not  waiting  until 
adulthood.  In  fact,  the  Task  Force  says  that  all  children 
should  have  their  blood  pressure  checked  annually,  from 
ages  3 to  20,  in  accordance  with  AAP  guidelines. 

Thid  is  because  blood  pressure  is  a physiologic 
parameter,  which  when  elevated  becomes  a risk  factor 
— either  for  the  development  of  hypertension  itself  or  the 
development  of  premature  cardiovascular  morbidity;  if 
not  during  childhood  then  during  adulthood. 

Finally,  the  Task  Force  says  it  does  not  recommend 
mass  community  blood  pressure  screening  programs  for 
children  and  adolescents,  but  rather  continuous  blood 
pressure  surveillance  by  a primary  physician.  Blood 
pressure  can  be  taken  on  all  children  regardless  of  age  and 
should  be  a part  of  routine  child  care. 

“Such  screening  programs  will  not  be  cost-effective  in 
case  detection,”  the  Task  Force  emphasizes.  However, 
they  do  recognize  that  not  all  children  are  under  con- 
tinuous medical  supervision  and  that  such  children  could 
benefit  from  a targeted  blood  pressure  screening  program 
— if  such  a program  could  be  instituted  with  proper 
training  and  medical  follow-up. 


By  self-report,  the  boys  described  their  patterns  of 
usage  with  alcohol  and  marijuana.  Thirteen  (27  percent) 
abused  both  substances,  and  20  (41  percent)  abused 
marijuana.  None  of  the  boys  had  begun  treatment  for 
substance  abuse.  The  average  duration  of  use  was  one 
year.  Sixteen  (32  percent)  of  the  boys  were  classified  as 
non-users,  but  all  of  the  boys  reported  using  tobacco 
products.  Subjects  were  exclused  from  the  study  if  there 
was  a history  of  excessive  use  of  drugs  other  than 
marijuana. 

The  boys  were  evaluated  as  to  their  general  health, 
pubertal  development  and  nutritional  status.  There  were 
significant  differences  between  the  groups,  according  to 
the  researchers.  The  users  showed  symptoms  of  nutri- 
tional deficiencies  such  as  muscle  weakness,  bleeding 
gums  and  tiredness.  The  users  also  reported  consuming 
more  snack  foods  and  less  fruit,  vegetables  and  milk  than 
the  other  group. 

“In  addition,  the  abuser  groups  had  more  symptoms 
related  to  poor  general  health,  such  as  more  frequent 
upper  respiratory  tract  infections,  general  fatigue  and 
somatic  symptoms  in  general,”  the  researchers  wrote. 

“The  trends  seen  in  these  subjects  may  lead  to  the 
deficiencies  and  symptoms  found  among  older  drug 
abusers  following  a longer  exposure  to  these  substances 
and  food  consumption  patterns,”  the  researchers 
concluded. 


ASBESTOS  IN  SCHOOLS:  THE  PROBLEM’S 
NOT  OVER 


TEEN  DRINKERS,  MARIJUANA  SMOKERS 
SUFFER  INDIRECT  HEALTH  CONSEQUENCES 

A new  study  suggests  that  teenagers  who  are  heavy 
users  of  marijuana  and  alcohol  together,  or  marijuana 
alone,  may  risk  jeopardizing  their  general  health,  even 
though  it  may  not  show  up  in  the  form  of  growth  or  nutri- 
tional deficiencies. 

Published  in  the  February  1987  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (AAP), 
the  study  examined  49  demographically  similar  adoles- 
cent boys  who  had  varying  degrees  of  marijuana  and 
alcohol  use.  When  the  heavy  users  were  compared  with 
non-users,  it  was  found  that  the  users  were  more  likely  to 
have  poor  dietary  habits  and  deterioration  in  general 
health  rather  than  abnormalities  in  their  growth  or  nutri- 
tional status. 

“It  seems  that  adolescent  alcohol  and  marijuana 
abusers  protect  themselves  from  nutritional  deficiencies 
by  adequate  consumption  of  key  nutrients  and  that  their 
overall  physical  health  is  compromised  in  a general 
fashion  and  not  in  a way  specifically  related  to  the  effects 
of  alcohol  or  marijuana,”  the  researchers,  from  the 
Division  of  Adolescent  Medicine  at  the  University  of 
Washington,  Seattle,  wrote. 


Continuing  concern  that  exposure  to  asbestos  in  child- 
hood, particularly  in  school  settings,  can  put  children  at 
increased  risk  in  later  life  for  diseases  caused  by  asbestos, 
has  prompted  the  American  Academy  of  Pediatrics 
(AAP)  to  release  a statement  alerting  schools  and  parents 
to  this  product’s  health  dangers. 

In  the  February  1987  issue  of  Pediatrics,  the  journal  of 
the  AAP,  the  Academy’s  Committee  on  Environmental 
Hazards  writes  that  pediatricians  should  promote 
effective  prevention  efforts  by  proper  remedial  actions. 

“Each  situation  needs  to  be  evaluated  and  judged 
according  to  its  severity  and  the  potential  for  exposure  to 
friable  asbestos,”  the  statement  says,  urging  pediatricians 
to  work  with  local  authorities  to  ensure  that  cleanup  or 
removal  actions  are  timely  and  effective.  Intact  asbestos, 
in  most  cases,  may  be  left  in  place,  as  long  as  it  is 
monitored  closely  by  school  authorities.  “Sloppy 
removal  and  cleanup  procedures  by  inadequate  contrac- 
tors will  do  more  harm  than  good  because  they  will 
increase  the  exposure  and  hazard  to  students,”  the 
statement  says. 

Children  who  are  exposed  to  asbestos  in  schools  are  of 
particular  concern  because,  compared  with  adults,  they 
are  more  active,  breath  at  higher  rates  and  more  often  by 
mouth,  spend  more  time  close  to  the  floor  where  fibers 
accumulate,  and  are  more  likely  to  seek  direct  contact 
with  deteriorating  surfaces  out  of  curiosity  or  mischief. 
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U.S.  Environmental  Protection  Agency  (EPA)  data 
indicated  that  in  1980,  approximately  three  million 
students  and  more  than  a quarter  of  a million  teachers, 
maintenance  workers  and  other  adults  were  potentially 
exposed  to  asbestos.  Since  then,  several  cleanup  efforts 
have  been  mandated.  However,  the  AAP  says  that  some 
reports  estimate  as  few  as  50  percent  of  schools  may  have 
been  adequately  inspected. 

Asbestos  was  used  as  a spray-on  material  in  the  cons- 
truction of  school  ceilings  during  the  1950s  through  the 


early  1970s  because  of  its  acoustical,  fire-proofing  and 
decorative  qualities.  It  also  was  used  in  insulating 
materials  for  pipes,  boilers  and  structural  beams  in 
schools.  In  1973,  the  EPA  banned  most  uses  of  spray-on 
asbestos  materials. 

The  AAP’s  Committee  on  Environmental  Hazards 
cautions  that  asbestos  exposure  may  heighten  risks  in  a 
cumulative  cancer  risk  assessment.  “Smoking  does 
interact  with  asbestos  as  a critical  factor  in  increasing  the 
risk  of  lung  cancer,”  the  AAP  says. 
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PHYSICIANS 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Tw,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a vanety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won't  have  tocontend 
with.  Likeexcessivepaperwork,  and  the 
overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  with  a teamof 
dedicated  healthcare  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicinghigh 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  toyour  local  Army 
Medical  Department  Counselor  for 
more  information . 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  MEDICINE 
FEDERALOFFICE  BLDG. 
ROOM  919,  BOX  63 
51  S.W.  1st  AVE. 

MIAMI,  FL33130 
CALL  COLLECT;  (305)  371-9257 


EARLY  DETECTION,  TREATMENT  URGED  FOR 
HYPERCHOLESTEROLEMIA 


Most  cases  of  familial  hypercholesterolemia,  an 
inherited  metabolic  disorder  that  causes  premature 
atherosclerosis,  may  be  treated  effectively  if  diagnosed 
early,  according  to  an  editorial  in  the  January  2 issue  of 
JAMA.  A second  report  describes  the  success  of  combi- 
nation drug  therapy  in  treating  moderate,  nonfamilial 
cases. 

“The  pathophysiology  of  familial  hypercholestero- 
lemia (FH)  is  now  well  understood,  and  this  knowledge 
has  lead  to  rational  treatment  for  the  disease,”  says 
David  W.  Bilheimer,  MD,  of  the  University  of  Texas 
Southwestern  Medical  School.  He  emphasizes  the  need 
for  physicians  to  recognize  the  condition  early  on,  to 
prevent  premature  coronary  heart  disease. 

Transmitted  as  an  autosomal  dominant  trait,  the 
disorder  has  both  heterozygous  and  homozygous  forms. 
“The  gene  frequency  for  heterozygous  FH  in  the  general 
population  is  estimated  to  be  one  in  500,  making  it  one  of 
the  most  common  simply  inherited  disorders  in  man,”  he 
adds. 

In  persons  with  heterozygous  FH,  low-density  lipo- 
protein (LDL)  receptor  activity  can  be  increased  by 
certain  drugs  capable  of  binding  bile  acids.  This  works, 
says  Bilheimer,  because  the  one  normal  gene  allows  a 
patient  to  produce  more  LDL  receptors  to  compensate 
for  the  drug-induced  depletion  of  hepatic  cholesterol. 

“Familial  hypercholesterolemia  homozygotes  cannot 
respond  significantly  to  this  class  of  drugs  because  they 
lack  normal  genes  for  the  LDL  receptor;  indeed,  they  are 
resistant  to  most  forms  of  medical  therapy,”  he  says. 
Such  patients  can  be  treated  through  liver  transplan- 
tation. 

Heterozygotes  have  levels  of  LDL  cholesterol  two  to 
three  times  above  normal  and  tend  to  have  heart  attacks 
in  their  forties,  Bilheimer  notes,  whereas  homozygotes 
have  LDL  cholesterol  levels  six  to  eight  times  above 
normal  and  may  suffer  heart  attacks  before  the  age  of  20. 

For  patients  with  heterozygous  FH,  Bilheimer  says 
future  treatments  seem  even  more  promising.  “Signifi- 
cant reductions  in  LDL-cholesterol  levels  have  been 
achieved  with  a new  class  of  drugs  that  inhibit  3-hydroxy- 


3-methylglutaryl  coenzyme  A reductase,  the  rate-limiting 
enzyme  in  cholesterol  synthesis,”  he  says.  “When 
combined  with  bile  acid  sequestrants,  (these  inhibitors) 
may  reduce  the  LDL-cholesterol  level  by  up  to 
50  percent.” 

The  second  report  describes  successful  treatment  of 
patients  with  nonfamilial  hypercholesterolemia,  using 
the  most  widely  tested  drug  of  this  category;  lovastatin, 
formerly  called  mevinolin.  Gloria  Lena  Vega,  PhD,  and 
Scott  M.  Grundy,  MD,  PhD,  of  the  University  of  Texas 
Health  Science  Center  and  the  Veterans  Administration 
Medical  Center,  Dallas,  administered  a combination  of 
lovastatin  and  colestipol  hydrochloride  (a  bile  acid 
sequestrant)  to  10  patients  with  primary  moderate  hyper- 
cholesterolemia. 

“Compared  with  a control  period,  the  combined-drug 
therapy  caused  a 36  percent  reduction  in  plasma  total 
cholesterol  level,  a 48  percent  decrease  in  LDL-choles- 
terol level,”  the  researchers  report.  “The  net  effect  of 
combined-drug  therapy  in  both  lowering  LDL  level  and 
increasing  HDL  level  is  to  markedly  reduce  total 
cholesterol-HDL-cholesterol  ratios,  which  may  reflect  a 
particularly  beneficial  change  for  coronary  risk  reduc- 
tion,” they  conclude. 

JAMA  January  2,  1987 


SCREEN  FOR  ADOLESCENT  SUBSTANCE 
ABUSE  RISK 


Screening  for  drug  and  alcohol  use  and  risk  factors  is 
not  routine  practice  in  primary  care  pediatrics.  But  a 
study  in  January’s  American  Journal  of  Disease  of 
Children  suggests  a simple  questionnaire  completed  in  a 
doctor’s  office  can  gauge  substance  abuse  risks  in  adoles- 
cents. Michael  Klitzner,  PhD,  of  the  Pacific  Institute  for 
Research  and  Evalution,  Bethesda,  Md.,  and  colleagues 
administered  the  42-item  questionnaire  to  two  groups;  97 
youths  from  a drug  abuse  treatment  program  and  206 
youngsters  from  a private  pediatric  practice.  The 
questionnaire,  which  asked  about  various  behaviors  and 
the  youths’  relationship  with  their  parents,  was  able  to 
discriminate  between  the  two  samples,  the  study  finds.  It 
also  appeared  capable  of  discriminating  alcohol  and  drug 
abuse  within  the  samples,  they  say. 


DERMATOLOGISTS’  OPINIONS  OF 
MINOXIDIL  VARY 


Enthusiasm  for  minoxidil,  the  experimental  topical 
drug  for  baldness,  varies  widely  among  dermatologists,  a 
study  in  the  January  Archives  of  Dermatology  reports.  A 
small  number  of  dermatologists  frequently  use  the  drug 
but  “the  overwhelming  proportion  of  dermatologists 
prescribe  it  to  fewer  than  one  new  patient  per  week,”  says 
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the  Study  by  Robert  S.  Stern,  MD,  of  the  Beth  Israel 
Hospital  and  Harvard  Medical  School,  Boston.  Stern 
surveyed  a random  sample  of  members  of  the  American 
Academy  of  Dermatology  and  found  that  although  more 
than  70  percent  responding  had  prescribed  minoxidil  for 
hair  loss,  less  than  10  percent  of  this  group  accounted  for 
more  than  half  the  reported  prescriptions.  Stern  says  the 
low  general  prescription  rate  “may  reflect  either 
skepticism  about  the  clinical  effectiveness  of  the  drug  or 
concern  about  its  cost,”  the  two  spontaneous  comments 
cited  most  in  the  survey. 

WHO  HAS  NIGHTMARES? 

Frequent  nightmare  sufferers  have  particular  perso- 
nality and  psychological  traits  that  differ  from  those  of 
other  dreamers,  says  a study  in  January’s  Archives  of 
General  Psychiatry.  Ernest  Hartmann,  MD,  of  the  Tufts 
University  School  of  Medicine,  Boston,  and  colleagues, 
studied  12  lifelong  nightmare  sufferers,  12  vivid  dreamers 
who  had  no  nightmares  and  12  people  who  had  neither 
nightmares  nor  vivid  dreams.  The  nightmare  sufferers 
consistently  scored  higher  than  the  others  on  the 
“psychotic”  side  of  the  Minnesota  Multiphasic  Persona- 
lity Inventory  profile  and  had  more  close  relatives  with 
nightmares  and  psychological  problems.  Interviews 
showed  the  nightmare  sufferers  to  be  sensitive  and 
“open”  people,  some  of  whom  had  features  of  “schizo- 
phrenic spectrum  disorders,”  but  who  also  had  artistic 
and  creative  tendencies  and  interests.  The  study  con- 
cludes that  nightmare  sufferers  don’t  have  powerful 
hostilities  or  an  unusual  number  of  fears,  but  that  t.he 
fears  and  feelings  common  to  most  people  “get  through” 
to  their  dreams  “more  than  they  do  in  most  of  us.” 


ESTROGEN  THERAPY  DOES  NOT  RAISE 
OVERALL  BREAST  CANCER  RISK 


— Estrogen  replacement  therapy  does  not  seem  to 
boost  the  overall  risk  of  breast  cancer  in  postmenopausal 
women  but  may  raise  the  relative  risk  for  certain 
subgroups — especially  older  women  who  have  had  their 
ovaries  removed,  reports  a study  in  JAMA. 

The  study,  by  Phyllis  A.  Wingo,  MS,  of  the  Centers  for 
Disease  Control  (CDC).  Atlanta,  and  colleagues, 
involved  nearly  1,400  women  with  breast  cancer  and 
more  than  1,600  randomly  selected  controls.  Study 
subjects  were  drawn  from  eight  areas  of  the  U.S.  and 
included  women  aged  25  to  54  years  with  breast  cancer 
newly  diagnosed  between  1980  and  1982. 

Estrogen  replacement  therapy  has  been  prescribed 
since  the  1960s  to  control  symptoms  of  menopause  and  to 
gradually  adjust  estrogen  levels  in  women  who  have  had 
their  ovaries  removed.  More  recently,  it  has  been  used  in 
osteoporosis  in  postmenopausal  patients  and  has  been 
shown  to  confer  possible  protection  against  cardiovas- 
cular disease. 


Overall,  the  CDC  researchers  say,  most  studies 
indicate  risk  of  breast  cancer  for  women  who  have  ever 
used  estrogen  replacement  therapy,  but  some  studies 
suggest  long-term  or  high-dose  therapy,  or  therapy  that 
began  in  the  distant  past,  may  raise  the  odds  of 
developing  the  disease. 

The  CDC  study,  which  controlled  for  assorted  breast 
cancer  risk  factors  and  potentially  confounding  variables, 
presented  results  on  three  groups  of  women — those  who 
underwent  surgical  menopause  and  had  no  ovaries;  those 
with  surgical  menopause  and  at  least  one  ovary;  and 
those  who  underwent  natural  menopause. 

Overall,  the  study  reports,  there  appeared  little  dif- 
ference in  breast  cancer  risk  between  women  who  had 
used  estrogen  replacement  therapy  and  those  who  had 
not.  This  included  consideration  of  the  duration  or 
latency  (time  since  first  use)  of  the  therapy — even  for 
durations  and  latencies  of  20  years  or  more. 

When  subgroups  were  analyzed,  the  report  says, 
estrogen  users  who  had  their  ovaries  removed  appeared 
to  have  slightly,  though  consistently,  higher  risks  of 
breast  cancer  than  non-users  according  to  all  measures  of 
exposure — duration,  latency,  how  recently  estrogen  was 
last  used  and  the  overall  amount  used. 

Women  who  reported  surgical  menopause,  had  no 
ovaries  and  who  used  estrogens  for  at  least  15  years  were 
nearly  twice  as  likely  to  develop  breast  cancer  as  non- 
users of  estrogens,  the  study  reports,  and  there  appeared 
to  be  a two-foldm  increase  in  risk  for  estrogen-users  with 
no  ovaries  who  were  aged  50  to  54  years  and  had  a 
mother,  sister  or  daughter  with  breast  cancer.  The 
researchers  note,  however,  that  the  study  provides  no 
information  on  whether  estrogen  use  is  associated  with 
an  increased  cancer  risk  in  women  over  age  54. 

Analyzing  results  of  their  study  and  a half-dozen 
others  on  the  possible  link  between  estrogen  use  and 
breast  cancer,  the  CDC  researchers  find  “no  consistent 
patterns  of  increased  or  decreased  risk...  If  a positive 
association  between  breast  cancer  and  (estrogen  replace- 
ment therapy)  does  exist,  we  believe  the  increase  in  risk  is 
slight.” 

The  report  concludes  that  postmenopausal  women  and 
their  doctors  “must  balance  the  potential  risks  and 
benefits  of  (estrogen  replacement  therapy).  A recent 
review  suggested  that  the  protective  influence  of 
estrogens  on  cardiovascular  disease  and  osteoporosis  in 
all  likelihood  outweighs  their  harmful  influence  on 
endometrial  and,  possibly,  breast  cancer.  We  agree  with 
that  assessment  and  anticipate  that  many  post-menopausal 
women  might  use  estrogens  to  reduce  their  risk  of  cardio- 
vascular disease  and  osteoporosis.” 

JAMA  January  9.  1987 

DIET  AND  LUNG  CANCER 


There  are  preliminary  indications  that  diet  may 
influence  development  of  lung  cancer,  but  quitting 
cigarette  smoking  likely  would  have  a greater  effect  on 
reducing  the  incidence  of  lung  cancer  than  any  known 
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dietary  changes,  says  a study  in  the  January  Archives  of 
Internal  Medicine.  Graham  A.  Colditz,  MD,  of  Brigham 
and  Women’s  Hospital  and  Harvard  Medical  School, 
Boston,  and  colleagues  reviewed  epidemiological  studies 
of  the  possible  protective  effect  against  lung  cancer  of 
various  dietary  components,  including  vitamins  A,  E and 
C,  carotene  and  selenium.  Data  are  strongest  for  beta 
carotene,  sparse  but  encouraging  for  selenium,  but  no 
evidence  suggested  vitamins  A,  E or  C have  a protective 
effect,  the  review  says.  While  encouraging  further 
research,  the  study  concludes  that  “the  present  evidence 
does  not  offer  a reliable  (dietary)  means  to  prevent  of 
modify  cancer  risk.” 


AIDS  DEMENTIA  MAY  BE  EARLIEST, 
SOLE  HIV  SYMPTOM 


AIDS  dementia,  a characteristic  complex  of  neurolo- 
gical, motor  and  behavioral  problems  associated  with 
AIDS,  may  be  the  earliest  and  at  times  only  evidence  of 
human  immunodeficiency  virus  (HIV)  infection,  a report 
January’s  Archives  of  Neurology  says.  Bradford  A. 
Navia,  MD,  and  Richard  W.  Price,  MD,  of  Memorial 
Sloan-Kettering  Cancer  Center  and  Cornell  University 
Medical  College,  New  York,  describe  29  patients  at  risk 
for  AIDS  who  were  seen  with  dementia  symptoms  either 
before  or  in  the  absence  of  other  major  AIDS  symptoms, 
like  systemic  opportunistic  infection  or  malignancy.  Six 
patients  were  otherwise  healthy,  while  the  rest  suffered 
only  milder  manifestations  of  AIDS-related  complex 
when  their  neurologic  problems  were  identified.  “Over 
half  of  these  patients,”  the  study  notes,  “either  survived 
for  five  to  16  months  or  died  without  exhibiting  systemic 
manifestations  of  AIDS.” 


IMPACT  OP  OBESITY  ON  PREMATURE 
MORTALITY  UNDERESTIMATED:  STUDY 

Major  studies  of  the  association  between  weight  and 
longevity  systematically  underestimate  the  impact  of 
obesity  on  premature  death  by  failing  to  control  for  a 
number  of  important  variables,  researchers  report  in 
JAMA 

The  biases  preclude  using  existing  data  to  make  a valid 
assessment  of  optimal  weight,  says  a study  by  JoAnn  E. 
Manson,  MD,  of  Brigham  and  Women’s  Hospital  and 
the  Harvard  School  of  Public  Health,  Boston,  and 
colleagues.  But  available  evidence  suggests  “ideal”  body 
weights  — optimal  weights,  in  relation  to  height,  for 
minimizing  mortality  risk — are  at  least  10  percent  less 
than  US  averages. 

Studies  of  the  weight/longevity  link  offer  conflicting 
results,  depicting  the  weight/mortality  curve  variously  as 
linear,  J-shaped,  even  U-shaped.  “Marked  obesity  clearly 
has  adverse  effects  on  health  and  longevity,”  the  Boston 
Study  says,  “but  the  impact  of  being  mildly  to  moderately 
overweight  is  less  certain.  An  optimal  range  for  weight  in 
relation  to  longevity  remains  in  dispute.” 


Actuarial  studies  dominate  current  perceptions  about 
weight  and  longevity,  especially  the  Metropolitan  Life 
Insurance  Co.’s  “desirable”  height-weight  tables.  These 
tables,  developed  in  1959  and  revised  upward  in  1983, 
indicate  “weights  at  which  people  should  have  the 
greatest  longevity.”  There  also  are  a number  of  non- 
actuarial  prospective  studies  of  weight  and  mortality. 

The  Boston  researchers  examined  25  major  prospective 
studies  on  weight  and  longevity  and  concluded  that  each 
had  at  least  one  of  three  major  biases:  failure  to  control 
for  cigarette  smoking;  failure  to  control  for  weight  loss 
due  to  underlying  disease;  and  inappropriate  control  of 
biologic  effects  of  obesity,  such  as  hypertension  and 
hyperglycemia.  No  study  reviewed  controlled  simulta- 
neously for  all  three  biases,  the  researchers  say. 

The  first  two  methodological  limitations  tend  particu- 
larly to  overestimate  the  health  risk  of  being  underweight, 
the  researchers  note,  since  smoking  has  been  more 
prevalent  among  leaner  subjects  studied  and  underlying 
disease  can  itself  be  a cause  of  reduced  weight. 

The  researchers  note  other  difficulties  in  reconciling 
the  range  of  results  from  the  studies  reviewed,  including 
insufficient  sample  size,  inconsistencies  in  measures  of 
obesity  used  and  variation  in  follow-up.  In  addition,  they 
say,  all  studies  were  conducted  in  economically  developed 
countries,  mainly  the  US  and  in  Europe,  and  the  study 
populations  were  largely  white,  male,  middle-aged  and 
middle-class.  These  limitations,  they  say,  apply  more  to 
generalizing  the  studies  findings,  rather  than  their 
internal  validity. 

Although  evidence  for  a direct  overall  relationship 
between  body  weight  and  mortality  is  “compelling,”  the 
researchers  say  the  biases  they  report  suggest  that  current 
perceptions  of  optimal  weight  ranges  should  be  revised 
downward.  “More  studies  relating  obesity  and  mortality 
are  desirable,”  they  note. 

“Despite  these  biases  that  understate  the  risk  of  being 
overweight  relative  to  being  underweight,  mortality  at 
average  weights  is  at  least  5 percent  to  10  percent  higher 
than  mortality  at  ‘desirable’  weights,”  the  researchers 
say.  “It  appears  that  minimum  mortality  occurs  at 
relative  weights  at  least  10  percent  lower  than  US  average 
weights,  and  there  is  no  convincing  evidence  for  a protec- 
tive effect  of  weights  above  average.” 

The  researchers  conclude  with  a specific  warning  about 
smoking.  Noting  that  a large  American  Cancer  Society 
study  has  indicated  non-smokers  would  have  to  be  40 
percent  over  average  body  weight  to  match  average- 
weight  smokers’  mortality  risk,  the  study  suggests 
smokers  “focus  their  efforts  on  terminating  their 
smoking  habit  as  a top  priority  before  attempting  to 
control  their  weight.” 

JAMA  January  16,  1987 

HEARING  LOSS  IN  THE  RETARDED 

Hearing  loss  occurs  more  frequently  among  the 
retarded  than  the  non-retarded,  but  diagnosing  and 
treating  this  problem  in  the  institutionalized  profoundly 
retarded  has  been  difficult.  A study  in  the  January 
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Archives  of  Otolaryngology-Head  and  Neck  Surgery 
describes  hearing  tests  conducted  on  severely  retarded 
institutionalized  children,  a segment  of  the  retarded 
populatin  generally  regarded  until  now  as  untestable  by 
behavioral  audiometry.  Laszlo  K.  Stein,  MD,  of  Michael 
Reese  Hospital  and  Medical  Center,  Chicago,  and 
colleagues,  say  auditory  brainstem  response  tests  on  122 
children  showed  one-third  had  hearing  loss  exceeding  20 
decibels  of  hearing  level  in  one  or  both  ears.  While 
follow-up  was  limited,  six  of  nine  children  fitted  with  a 
hearing  aid  “displayed  what  suggested  positive  beha- 
vioral or  attentive  changes,”  the  study  says.  “At  the  very 
least,”  it  concludes,  “our  experience  in  providing 
(hearing  aids)  for  the  profoundly  retarded,  hearing- 
impaired  child  should  justify  further  attempts  by  others.” 


HEMORRHAGE  CAN  SUPPRESS 
IMMUNE  SYSTEM 

Simple  hemorrhage,  without  major  tissue  trauma,  can 
depress  the  immune  system  and  enhance  susceptibility  to 
inflection,  suggests  an  animal  study  reported  in  January’s 
Archives  of  Surgery.  Rabie  N.  Stephan,  MD,  of  the  Yale 
University  School  of  Medicine,  New  Haven,  Conn.,  and 
colleagues  studied  immune  response  in  mice  following 
controlled  hemorrhaging.  The  animals’  immune  systems 
were  sharply  suppressed  the  day  after  they  were  bled,  and 
this  persisted  for  at  least  five  days.  Other  mice  exposed  to 
infection  after  being  bled  had  nearly  double  the  mortality 
rate  of  controls  not  subject  to  hemorrhaging,  the  study 
says.  Since  hemorrhage  alone  was  enough  to  suppress  the 
immune  system,  any  additional  trauma  would  be 
expected  to  have  an  additive  effect,  the  report  says. 
“Hence,  septic  complications  are  expected  to  occur  more 
frequently  when  a combination  of  hemorrhage  and  other 
injuries  occurs,”  it  concludes. 

CESAREAN  SECTION  RATE  SHLL 
INCREASING  AT  US  HOSPITALS 

The  rate  of  cesarean  section  deliveries  in  the  US  shows 
no  sign  of  leveling  off  or  declining,  despite  a 1980 
government  conference  scrutinizing  the  rapid  increase  in 
the  frequency  of  the  surgery,  says  a study  in  JAMA. 

There  has  been  a sharp  jump  in  the  practice  of  giving 
women  trials  of  labor  after  a previous  C-section,  says  the 
study  by  Patricia  H.  Shiono,  PhD,  of  the  National 
Institute  of  Child  Health  and  Human  Development 
(NICHD),  Bethesda,  and  colleagues.  “However,  these 
changes  have  not  been  sufficient  to  stem  the  rising 
cesarean  delivery  rates  (now  about  one-in-five  live 
births),”  they  say.  “This  (study)  and  other  national 
surveys  provide  no  evidence  that  the  cesarean  delivery 
rates  are  leveling  off  or  decreasing.” 

The  study  was  designed  to  assess  the  impact  of  a 1980 
NICHD  Consensus  Development  Conference  on  Cesarean 
Childbirth,  called  of  focus  attention  on  the  increasing  use 
of  C-sections  in  the  U.S.  Conference  recommendations 


included  increased  use  of  trials  of  labor  for  selected 
women  who  had  previous  cesareans,  careful  scrutiny  of 
the  criteria  for  the  diagnosis  of  abnormal  labor,  and 
vaginal  delivery  of  uncomplicated-term  breech  infants. 

NICHD  researchers  mailed  questionnaires  to  538 
hospitals,  asking  about  their  cesarean  and  trial -of-labor 
practices.  Nearly  90  percent  responded. 

The  survey  revealed  the  C-section  rate  increased  from 
14.1  percent  of  births  in  1979  to  19  percent  in  1984.  This 
was  about  2 percent  lower  than  earlier  best  estimates  of 
the  frequency  of  the  surgery,  the  NICHD  study  says,  a 
difference  probably  due  to  differences  in  methodology. 

Trials  of  labor  increased  almost  four-fold,  from  2.1 
percent  in  1979  to  8 percent  in  1980,  with  the  range  of 
rates  closely  correlated  with  the  size  of  the  hospital’s 
delivery  service,  the  study  reports.  However,  the  percen- 
tage of  hospitals  not  allowing  this  practice  remains 
high — more  than  half,  it  notes.  More  than  50  percent  of 
trials  of  labor  were  successful,  the  researchers  add. 

More  primary  cesareans  were  due  to  fetal  distress  in 
1984  (21  percent)  than  1979  (14  percent),  but  the 
reseachers  say  it  was  not  clear  to  what  extent  the 
diagnosis  of  fetal  distress  may  have  changed  because  of 
fetal  monitoring  or  other  reasons.  The  percentage  of 
cesareans  performed  because  of  abnormal  labor  or 
breech  presentation  remained  virtually  unchanged  over 
the  period. 

The  researchers  can’t  explain  exactly  why  the  cesarean 
rate  continues  to  rise.  Although  many  point  to  medical- 
legal  issues,  the  study  notes,  the  1980  NICHD  consensus 
conference  concluded  that  “ ‘although  commonly  cited, 
there  is  no  evidence  that  fear  of  litigation  and  the  possible 
consequent  practice  of  defensive  medicine  is  a major 
cause  of  the  increased  cesarean  birth  rate.’  ” 

“Though  formal  evidence  is  still  lacking,  the  perception 
that  concern  about  litigation  tilts  borderline  cases  toward 
abdominal  delivery  appears  to  have  become  increasingly 
widespread  over  the  last  six  years,”  the  researchers 
conclude. 

JAMA  January  23,  1987 


NEW  WRINKLE  IN  THE  EARLOBE  CREASE  CASE 


Several  researchers  have  suggested  an  earlobe  crease 
might  be  a marker  for  coronary  artery  disease,  but  a 
study  in  January’s  Archives  of  Internal  Medicine  finds  no 
such  association.  Priscilla  M.  Brady,  RN,  of  the 
University  of  Massachusetts  Medical  School,  Worcester, 
and  colleagues,  say  the  reported  association  “is  due  to  the 
fact  that  the  prevelance  of  earlobe  crease  and  (coronary 
artery  disease)  each  increases  with  age.”  The  researchers 
looked  at  261  men  who  underwent  coronary  arterio- 
graphy and  found  some  degree  of  coronary  artery  disease 
in  equal  percentages  of  those  with  and  without  earlobe 
creases.  They  also  found  no  significant  difference 
between  the  age-specific  prevalence  rates  of  coronary 
artery  disease  in  men  with  and  without  earlobe  creases, 
and  no  association  when  simultaneously  controlling  for 
otehr  potentially  confounding  variables. 
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5 Tb  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


! 


60,073 patients  (90%)  who  started  on 
INDERAt  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  complicince 


ONCE-DAILY 


INDERAL  LA 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
•in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  compeles  with 
bela-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  hall-lite  is  about  10  hours  When  measured  at  steady  slate  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  conceniralion-lime  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose 
ol  inderal  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen 
lially 

INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ot  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  tor  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  sellings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  ot  the  anlihyperlensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  anlihyperlensive  action  are  ( 1 ) decreased 
cardiac  output  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  ot  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  Ihe  pretrealment  level  with  chronic  use 
Ettects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ot  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  Ihe  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  aniimigraihe  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  Ihe  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  ot  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emerr^encies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
ong-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  - PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  II  should  be  noted,  however,  that  Ihe  impaired  ability  of  the 
hear!  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  befa  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  Ihe  heartbeat  has  also  been  reponed  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
ol  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of  acute 
hypoglycemia  m labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  Ihe  dosage  of  insulin 

THYROTOXKJOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  o‘  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  oí  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg  day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  ot  the 
dosage  levels  Reproductive  studies  in  animats  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  m animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  'herapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  _A  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  Ihe  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985.145  1321-1323 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 
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Presenting 

the  winners  of  the  1987 

Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Un  emblema 
que  es  una 
garantía... 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Nuevo  BMWSerier 


la  nueva  dmensíóii 
de  lo  perfecto. 


Nuevo  BMW  Serie  7’;  la  fascinación,  la  pasión, 
la  fuerza,  el  silencio.  Por  primera  vez,  un 
automóvil  le  hará  disfrutar  del  auténtico  placer 
de  conducir  y le  hará  sentir  la  sensación  de  llegar 
más  allá  de  los  límites  convencionales.  Con  una 
inmensa  seguridad  y un  impresionante  sentido 
de  la  marcha. 

Imiovadón 

En  el  nuevo  BMW  Serie  7,’  la  nueva  generación 
Motronic  controla,  autodiagnostica  y memoriza 
constantemente  las  condiciones  más  óptimas 
del  funcionaniento  del  automóvil  en  cada 
momento  de  su  conducción,  mientras  Vd.  recibe 
información  continua  a través  del  “Check 
Control”  de  36  funciones.  Pero  la  innovación 
llega  hasta  los  últimos  detalles:  como  el  nuevo 
sistema  de  cinturón  de  seguridad  ergonómico, 
los  exclusivos  faros  elipsoides,  el  más  avanzado 
equipo  de  aire  acondicionado  o los 
limpiaparabrisas  que  aumentan  la  presión 


contra  el  cristal  al  aumentar  la  velocidad  del 
automóvil.  La  innovación  en  el  nuevo  BMW  Serie  7’ 
traspasa  el  umbral  del  futuro. 

Dmomísnio 

El  nuevo  BMW  Serie  7’  ha  sido  formado  en 
el  túnel  de  viento,  ofreciendo  un  coeficiente 
de  penetración  aerodinámica  de  sólo  0,32. 

Si  a este  diseño  unimos  el  spoiler  integrado 
y los  cristales  empotrados,  el  dinamismo  del 
nuevo  BMW  Serie  7’  obtiene  la  mejor  resistencia 
al  viento  lateral,  evita  las  turbulencias  del  aire 
y proporciona  una  absoluta  seguridad  y confort 
en  todas  las  condiciones  de  marcha. 

Elegancia 

Una  nueva  atmósfera  rodea  al  nuevo 
BMW  Serie  7.'  La  fuerza  y el  silencio  de  este 
fascinante  automóvil  se  ven  acompañados  de 
un  refinamiento  total,  de  multitud  de  esmerados 
detalles  donde  el  buen  gusto,  el  diseño  exclusivo 


y la  selección  de  los  materiales  proporcionan 
un  ambiente  único,  especial,  exquisito.  Porque 
el  nuevo  BMW  Serie  7'  ha  sobrepasado  la  frontera 
de  la  perfección. 

De  venta  en: 

Caribe  BMW  lac. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
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NUESTRA  PORTADA 

Caleta  de  Las  Monjas  por  Carmen  Rigau. 

Carmen  Rigau  nació  en  Madrid,  España  pero  ha  residido  en  Puerto 
Rico  durante  los  pasados  28  años.  La  inclinación  hacia  las  artes  de  la 
Sra . Rigau  se  manifestó  desde  su  niñez,  lo  que  la  llevaba  a frecuentar  los 
museos  y asistir  a conferencias  y seminarios  en  la  capital  de  España. 

En  Puerto  Rico  Carmen  prosiguió  sus  estudios  de  arte  y en  1978 
comenzó  a estudiar  con  Don  Guillermo  Sureda,  cuya  influencia  puede 
verse  en  la  obra  que  se  ilustra. 

Las  pinturas  de  la  artista  reflejan  espontaneidad  singular  y en  ellas 
hay  una  obvia  integración  de  luz  y color,  manteniendo  simultaneámente 
la  armonía  necesaria  en  la  totalidad  de  la  obra.  Sus  obras  han 
participado  en  certámenes  internacionales,  locales  y han  sido  expuestas 
individual  y colectivamente  en  los  Estados  Unidos  de  Norte  América  y 
Europa.  En  octubre  de  1983  una  de  sus  obras  obtuvo  el  segundo  premio 
en  una  exposición  en  Nápoles,  Italia  donde  los  temas  eran  pricipal- 
mente  paisajes. 

La  artista  es  esposa  del  Dr.  José  Rigau  Márquez,  ex  Presidente  de  la 
Asociación  Médica  de  Puerto  Rico  y ex-Presidente  del  Consejo  de 
Política  Pública  de  nuestra  asociación. 

La  Junta  Editora  agradece  a la  familia  Rigau  su  gentileza  al  permitir 
el  uso  de  su  obra  para  nuestra  portada. 


IMPfOCABlE 

EXCUSES 

FORNOTGIVMG 

BIjOOD. 


til  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 


Ó.The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of^hem. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  UVES. 
BLOOD  DOES. 


American 
Red  Cross 


136 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
iiterature  or  PDR.  The  toilowing  is  a brief  summary. 


This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications;  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hyorochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  In  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  riyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereri).  hyperuricemia  anti gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinirline.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  (Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
100D  capsules;  Single  Unit  Packages  (unit-dose)  of  iDo  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  10D. 

BRS-DZ  L42 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 


Potassium-  Sparing 

DVAZIIK* 

The  unique 
red  and  'white 

Dyazide*  capsule: 

Irbur  assurance  of 

SK&F  quality 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 

OtlUiHL 

a product  of 

SKGF  CO. 

Carolina,  P R,  00630 
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Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  it's  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.^  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  Glucotrol^  (glipizide) 
prescribing  information  on  next  page. 


ROeRIG 

A diviStor  ol  Plizer  Pnarmaceutica-s 
NewYorK  New  York  100*7 


Reference; 

1.  Sachs  R,  Frank  M,  Fishman  SK  Overview  of  clinical  experience  with  glipizide  In  Glipizide  A Worldwide  Review 
Princeton,  NJ,  Excerpta  Medica.  1984,  pp  163-172 

fiLUCOTROL*  (glipizide)  TableU 

Brief  Summery  of  Prescribing  Information 

INDICATIONS  AND  USAGE:  GLUCOTROL  is  indicated  as  an  adjunct  to  diet  for  the  control  of  hyperglycemia  in  patients 
with  non-msulin-dependent  diabetes  mellitus  (NIDDM,  type  11)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS;  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY:  The  administration  of  oral  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin.  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGOP),  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  in  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  four  treatment  groups  [Didbetes. 
19.  supp.  2.747-830. 1970). 

UGOP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  atone.  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  useof  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  lor  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGDP  study  provide 
an  adequate  basis  for  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  of  therapy. 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure. 

PRECAUTIONS:  Renal  and  Hepatic  Disease;  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  m such  patients  should  it  occur 
Hypoglycemia;  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  of  Control  of  Blood  Glucose;  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests;  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL,  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  of  urine  and/or  blood  glucose  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Interactiorts;  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-inflammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumanns.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines,  thyroid  products,  estrogens,  oral  contraceptives,  phenytom.  nicotinic  acid,  sympathomimetics, 
calcum  channel  blocking  drugs,  and  isoniazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility;  A 20-month  study  in  rats  and  an  16-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
in  v/vo  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  otbothsexesatdosesupto75timesthehuman 
dose  showed  no  effects  on  fertility 

Pregnancy;  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg).  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers;  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  m human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS;  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  m only  1.5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVEROOSAGE  sections 

Gastrointestinal;  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  m 70.  constipation  and  gastralgia,  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic:  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria 
pruritus,  and  eczema  have  been  reported  in  about  one  m 70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL.  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic;  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic;  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactions:  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIADH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous;  Dizziness,  drowsiness,  and  headache  have  been  reported  in  about  one  in  fifty  patients  treated  with 
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How  many  times  have  we  thought  this  about  a loved 
one  who  isn’t  performing  up  to  our  expectations. 

We  see  their  depression  as  a bad  attitude.  Misread 
their  self-centeredness  as  a personality  problem.  Believe 
their  inability  to  cope  with  daily  activities  is  laziness. 

But  sometimes  inappropriate  behavior  may  be  a 
warning  sign  of  something  more  serious.  A mental  illness. 

Mental  illness  is  a medical  illness — not  a personal 
weakness.  And  learning  to  recognize  its  warning  signs  can 
be  the  first  step  to  healing  the  sickness. 

Learn  more.  For  an  informative  booklet,  write: 

The  American  Mental  Health  Fund,  P.O.  Box  17700, 
Washington,  D.C.  20041.  Or  call  toll  free:  1-800-433-5959. 
In  Illinois,  call:  1-800-826-2336. 

Learn  to  see  the  sickness.  Learning  is  the  key  to  healing. 
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CT  Guided  Percutaneous  Aspiration  and 
Drainage  of  Abscesses:  The  Locai  Experience 

Francisco  C.  Vargas  Soto,  MD 


Abstract:  Surgical  exploration  has  been  the  traditional 

approach  for  treatment  of  intrabdominal  abscesses.  During 
the  last  several  years,  percutaneous  drainage  of  abscesses 
and  fluid  collections  has  gained  acceptance  as  a favorable 
alternative  treatment.  In  this  study  which  consists  of  a 
series  of  25  consecutive  patients  we  present  our  positive 
experience  in  this  modality.  We  utilized  CT,  fluoroscopy 
and  ocassionally  ultrasound  for  guidance  assistance. 

The  use  of  percutaneous  aspiration  and  catheter 
drainage  of  abdominal  abscesses  and  fluid  collec- 
tions has  been  documented  to  be  an  effective  treatment 
by  multiple  authors  in  both  the  radiological  and  the 
surgical  literature.'’  '*  It  has  been  considered  a major 
advance  as  an  alternative  satisfactory  treatment  for 
abscess  drainage.^’  ^ With  the  availability  of  modalities 
such  as  CT  and  ultrasound  which  provide  cross  sectional 
images,  optimal  identification  of  collections  including 
the  exact  location  and  relationship  to  adjacent  anato- 
mical structures  is  possible.*’  * Different  combinations 
utilizing  CT  and/or  ultrasound  with  fluoroscopy  for 
guidance  of  percutaneous  aspiration  and  drainage  of 
abscesses  and  fluid  collections  have  been  succesfully 
reported.’’  “ Advantages  of  this  treatment  when  the 
patients  are  adequately  selected  include  low  morbidity 
and  mortality,  avoidance  of  general  anesthesia,  possible 
cost  benefits  and  cure  rates  which  compare  favorably 
with  traditional  surgery.*’ 

In  this  study  we  present  our  local  experience  with  25 
consecutive  patients  treated  from  July  1985  to  August 
1986.  The  combination  predominantly  utilized  in  our 
series  was: 

1-  CT  for  guided  puncture  and  diagnostic  aspiration. 
2-  Fluoroscopy  for  drainage,  manipulation  of  catheter 
and  follow  up  of  cavity  shrinkage.  Ultrasound  was 
also  occassionally  utilized  in  several  cases. 

Material  and  Methods 

Cross  sectional  imaging  with  high  resolution  CT 
(General  Electric  8800,  Elscint  2002  models)  or  ultra- 
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sound  had  previously  been  performed  in  all  the  candi- 
dates for  drainage  and  an  abscess  or  collection  was 
diagnosed  (Figures  1 & 2).  The  patients  selected  for  inter- 


Figure  1.  CT  cross  section  image  through  the  liver  shows  well  defined 
hypodense  abscess  cavity  (arrow).  The  patient  is  in  prone  position. 


Figure  2.  Ultrasound  section  along  the  transverse  planes  also  demons- 
trates the  abscess  cavity  which  is  hypoechoic  and  demonstrates  posterior 
enhancement  (arrow). 
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TABLE  I 


Case  No. 

Sex 

Age 

diagnosis 

Location 

Comments 

1 

male 

23  yrs. 

abscess 

liver 

patient  had  recent 
previous  surgery 

2 

male 

1 1 yrs. 

abscess 

subhepatic 

and 

periappendiceal 

patient  had 
appendicitis  with 
perforation 

3 

male 

1.5  yrs. 

multiple 

abscesses 

subhepatic 

and 

periappendiceal 

patient  had 
appendicitis  with 
perforation 

4 

female 

66  yrs. 

biloma 

intrahepatic 

and 

extrahepatic 

patient  had  recent 
previous  surgery; 
cholecystectomy 

5 

male 

22  yrs. 

multiple 

abscesses 

peritoneal 
cavity  and 
retroperitoneum 

patient  had  gunshot 
wounds 

6 

male 

8 1 yrs. 

abscess 

subhepatic 

periappendiceal 

— 

7 

male 

92  yrs. 

abscess 

liver 

— 

8 

male 

54  yrs. 

abscess 

liver 

inmunodepressed 
patient  with 
lymphoma 

9 

male 

7 1 yrs. 

abscess 

liver 

— 

10 

male 

43  yrs. 

abscess  and 
urinoma 

retroperitoneal 

anterior 

pararenal 

patient  had  gunshot 
wounds 

11 

male 

34  yrs. 

abscess 

subphrenic 

patient  had  multiple 
body  trauma 

12 

female 

78  yrs. 

abscess 

liver 

— 

13 

male 

69  yrs. 

abscess 

subhepatic 

— 

14 

male 

61  yrs. 

abscess 

liver 

— 

15 

female 

53  yrs. 

infected 

hematoma 

retroperitoneum 

pelvis 

patient  had  multiple 
body  trauma 

16 

female 

47  yrs. 

biloma 

extrahepatic 

patient  had  recent 
previous  surgery: 
cholecystectomy 

17 

male 

10  yrs. 

abscess 

subhepatic 

periappendiceal 

patient  had  recent 
previous  surgery: 
appendectomy 

18 

male 

82  yrs. 

abscess 

subphrenic 

— 

19 

male 

39  yrs. 

abscess 

subphrenic 

patient  had  recent 
previous  surgery; 
splenectomy 

20 

male 

20  yrs. 

two 

abscesses 

posterior 

pararenal 

spaces 

patients  had  gunshot 
wounds 

21 

male 

64  yrs. 

abscess 

liver 

— 

22 

male 

41  yrs. 

biloma 

extrahepatic 

patient  had  recent 
previous  surgery: 
cholecystectomy 

23 

male 

50  yrs. 

abscess 

liver 

— 

24 

male 

24  yrs. 

abscess 

subphrenic 

patient  had  multiple 
body  trauma 

25 

female 

71  yrs. 

abscess 

liver 

inmunodepressed 
patient  with 
metastactic  breast 
disease 
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vention  were  those  in  which  a well  defined  unilocular 
collection  was  present  and  a safe  access  route  or  pathway 
was  possible  for  catheter  insertion.  An  exception  to  this 
rule  was  patient  number  5 (see  Table  1)  whom  demons- 
trated multiple  fluid  collections  and  was  a poor  surgical 
candidate.  In  this  patient  a temporizing  improvement  for 
subsequent  surgery  rather  than  complete  cure  was 
intended.  Before  the  procedure,  assessment  of  adequate 
patient  coagulation  state  (PT,  PTT)  and  consultation 
with  infectius  disease  service  for  antibiotic  coverage  was 
usually  done.  The  shortest  anatomically  appropriate 
pathway  was  selected  avoiding  traversing  bowell  loops 
and  non  involved  organs.  The  skin  is  marked  with  a 
radiopaque  marker  and  it’s  exact  adequate  location  is 
confirmed  with  CT.  The  distance  from  the  skin  surface  to 
the  center  of  the  collection  is  then  calculated.  After  skin 
cleansing  and  local  anesthesia,  a diagnostic  aspiration 
tap  was  performed  with  a 22  gauge  needle  in  the  majority 
of  patients  (Figure  3).  In  several  cases  with  thick  viscous 
collections  a needle  with  a larger  lumen  was  needed  and 
therefore,  a 20  gauge  needle  was  utilized.  The  aspirate 
obtained  was  sent  to  the  microbiology  department  for 
grain  stain  and  culture,  to  the  laboratory  for  chemistry 
analysis  and  several  cases  were  also  sent  to  the  pathology 
department  for  cytologic  examination.  Caution  was 
observed  as  to  not  collapse  the  cavity  in  the  first 
diagnostic  tap.  We  then  repunctured  with  an  18  gauge 
needle,  passed  a 0.038  in  wire,  dilated  the  tract  and  placed 
the  drainage  catheter  (Figures  4,  5,  6).  The  catheters  used 
were  the  specially  designed  van  Sonnenberg  (MediTech 
Inc.)  or  the  Ring-McLean  (Cook  Inc.)  double  lumen 
sump  catheters.  The  patient  was  then  transferred  to  the 
fluoroscopy  unit  and  the  collection  was  totally  evacuated 
under  fluoroscopic  control.  The  cavity  was  lavaged  with 
saline  until  the  re-aspirate  was  clear.  After  this,  sterile 
iodinated  contrast  material  was  instilled  into  the  cavity  to 
determine  this  size,  shape  and  extent  of  the  cavity 


Figure  3.  CT  cross  sectfon  image  of  diagnostic  aspiration  tap.  Note  the 
location  of  the  needle  tip  (curved  arrow)  within  the  abscesscavity  (straight 
arrow). 
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Figure  4.  CT  shows  catheter  placed  within  the  abscess  cavity.  The 
catheter  entrance  site  between  the  ribs  is  well  visualized  (curved  arrow).  A 
distal  segment  of  the  catheter  is  also  seen  (straight  arrow). 


Figure  5.  Middle  segment  of  the  catheter  is  identified  in  this  CT  image 
(arrow). 


Figure  6.  Ultrasound  section  along  the  longitudinal  planes  shows  the 
catheter  within  the  cavity  (long  straight  arrow).  Note  the  relationship  of 
the  liver  (short  straight  arrow)  and  the  right  kidney  (long  curved  arrow) 
with  the  abscess  cavity. 
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(Figure  7).  Post  procedure  care  of  drainage  catheter  was 
done  in  each  case.  Follow  up  examination  were  done  with 
contrast  instillation  per  catheter  for  assessment  of  cavity 
shrinkage  and  retraction  of  its  walls  (Figure  8).  Gradual 
withdrawal  of  catheter  depending  on  observed  response 
(purulent  thick  material  changed  to  serous  fluid)  was 
done  usually  with  total  withdrawal  between  4-7  days  in 
the  majority  of  cases. 


Figure  7.  Conventional  X ray  nim  of  abdomen  shows  sinogram 
performed  after  instillation  of  sterile  iodinated  contrast  per  catheter. 


Figure  8.  The  cavity  has  considerably  decreased  in  size  in  this  follow  up 
examination  as  compared  with  figure  number  7.  Note  that  the  catheter  tip 
has  partially  been  withdrawn. 


Results 

Successful  catheter  drainage  (defined  as  no  surgical 
intervention  required)  was  achieved  in  23  of  25  patients 
for  a success  rate  of  92%  which  compares  favorably  with 
the  experience  in  the  mainland.  The  average  case  required 
placement  of  catheter  during  5.5  days.  Antibiotics  were 
usually  continued  at  least  4 more  weeks  after  catheter 
withdrawal  in  those  cases  with  pyogenic  abscesses. 

Of  the  25  drained  patients,  a total  of  19  cases  were 
pyogenic  abscesses  which  demonstrated  gram  negative 
bacilli  and  three  had  gram  positive  cocci.  Of  the 
remainding  cases,  one  was  a sterile  collection  with 
negative  culture,  3 cases  were  bilomas  and  one  was  an 
infected  retroperitoneal  hematoma  in  a post  traumatic 
patient. 

Two  cases  were  non  successful.  In  case  number  3 
(Table  1),  the  patient’s  fever  did  not  subside  with  catheter 
drainage  and  surgical  intervention  was  required  demons- 
trating multiple  small  abscesses  in  additional  to  the  large 
drained  abscess.  These  smaller  abscesses  were  not  in 
continuity  with  the  major  drained  abscess.  The  patient’s 
subsequent  recovery  was  non  eventful.  The  other  patient 
(case  number  5,  Table  1)  was  a complicated  patient  who 
suffered  gunshot  wounds  followed  by  two  consecutive 
surgical  interventions  in  a foreign  country.  Upon  arrival 
to  our  institution  this  patient  was  septic  and  evaluated  as 
a poor  surgical  candidate.  In  this  case,  percutaneous 
aspiration  and  drainage  was  not  attempted  for  curative 
purposes  but  as  a temporizing  procedure  to  undergo 
surgery  at  a later  date. 

One  minor  complication  was  encountered  in  this 
series.  Patient  number  14  (Table  1)  developed  bacteremia 
(fever  spikes  with  chills  and  stable  vitals  - no 
hypotension)  which  resolved  the  same  day. 

Discussion 

Untreated  intrabdominal  abscess  carries  a high 
mortality  rate.‘^  Surgical  drainage  is  the  traditional 
approach  for  cure.  During  the  last  several  years,  multiple 
centers  with  interventional  radiologists  have  reported 
favorable  results  utilizing  percutaneous  catheter  drainage. 
Our  experience  with  percutaneous  drainage  has  demons- 
trated to  be  an  effective  alternative  to  surgery  in  selected 
patients. 

Several  factors  influenced  in  our  success  rate.  Cross 
sectional  CT  images  provide  both  diagnostic  and 
therapeutic  advantages:  the  CT  detection  rate  of 
abscesses  and  collections  is  highly  accurate  and  the 
utilization  of  CT  imaging  for  exact  location  of  collection 
and  for  access  route  mapping  is  highly  precise.  When 
fluoroscopy  is  utilized  as  the  only  guiding  modality  for 
drainage  of  deep  collections,  the  possibility  of  inadver- 
tently puncturing  a non  involved  organ,  vessel  or  bowell 
loop  is  greater.  Therefore,  we  have  found  that  combining 
both  cross  sectional  imaging  techniques  (CT  and  ultra- 
sound) with  fluoroscopy  is  an  effective  technique  as  also 
described  by  other  authors.’ 

Adequate  selection  of  cases  is  imperative.  Patients  with 
a well  defined  unilocular  cavity  have  better  possibilities 
of  cure  by  percutaneous  drainage  than  patients  with 
multiple  cavities  or  a multiloculated  cavity.  This  does  not 
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necessanly  mean  that  percutaneous  catheter  drainage  is 
contraindicated  in  these  patients.  V'an  Waes,  et  al  has 
treated  multiple  abscesses  with  catheter  drainage  for  each 
separate  collection  and  has  also  treated  viscous  loculated 
cavities  with  mucolytic  agents  such  as  acetylcysteine  to 
liquefy  pus  and  debri  for  subsequent  removal.'^ 

Regular  and  consistent  follow  up  examinations  is 
another  important  factor.  The  nurses,  the  related  patient 
care  personnel  and  the  patient  himself  (when  possible) 
should  be  instructed  of  catheter  care  and  the  importance 
of  having  caution  as  to  not  inadvertently  remove  or 
dislodge  the  catheter.  The  catheter  output  should  be 
charted  and  regular  checks  for  possible  clogging  should 
be  performed. 

Several  authors  agree  that  appropriate  training  and 
experience  in  this  modality  is  one  of  the  most  important 
factors  in  the  success  rate  of  drainage  procedures. 
Complications  are  less  frequent  when  performed  by  a 
qualified  experienced  team  as  compared  to  those  with 
limited  experience.^ 

In  conclusion,  our  local  experience  demonstrates  that 
percutaneous  abscess  drainage  per  catheter  is  a relatively 
safe  and  accurate  method  of  treatment  which  in  selected 
patients  may  lower  the  morbidity  and  mortality  rate  of 
this  condition  and  can  be  more  frequently  utilized  as  an 
alternative  to  surgery. 

Resumen:  La  exploración  quirúrgica  ha  sido  el  método 

tradicional  en  el  tratamiento  de  abscesos  intrabdominales. 
Durante  los  recientes  últimos  años  el  drenaje  percutáneo  de 
abscesos  y colecciones  líquidas  ha  adquirido  aceptación  y se 
ha  considerado  como  una  alternativa  favorable  de  trata- 
miento. En  esta  serie,  la  cual  consta  de  25  pacientes, 
presentamos  nuestra  experiencia  positiva  en  esta  moda- 
lidad. Utilizamos  CT,  fluoroscopía  y ocasionalmente  ultra- 
sonido como  guía. 
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The  best  weapon  against  breast 
cancer  is  early  detection. 

And  that’s  why  a mammogram 
is  so  important. 

It  “sees”  breast  cancer  before 
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your  breast. 

Although  not  perfect,  a mam- 
mogram is  still  the  most  effective 
weapon  against  breast  cancer. 

.\nd  if  you’re  over  .^S,  it’s  essential 
you  have  one. 

Because  all  breast  cancer  needs 
is  a place  to  hide. 


Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 


I, 
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A successful  bank 
is  an  essential  partner 
in  business. 

In  Banco  de  Ponce  you  will  find  all  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequal  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 


BflNCOKPONCC 

Un  poso  adelante...  ¡siempre! 

Member  F.D.i.C.  and  Federal  Reserve  System 


HOW  A STUDENT 
WHO  COULDNT  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Fearning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest. 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we.  Unibed  Wáy 


THANKS  7D  YOU  IT  WORKS 
FOR  ALL  OF  US 
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“Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement’.’ 


(acydovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discornfort  of  frequent  attacks 
—month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories; 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes); 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  . 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
Misodes  per  year)  have  shown  that  Zovirax 
Cfapsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS— Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  "The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  simificant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 

arenteral  doses  of  100  mg/kg  acyclovir  in  rats 

ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c  ).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lútea,  total 
implantation  sites  and  live  fetuses  in  the  I'l 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Tfesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Tbratogenic  Effects:  Pregnancy 
Category  C. 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o  ),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-'Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-'Derm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TVeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  Ib'-dOX  (59°-86°F)  and  protect  from 
light. 


*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Management  of  the  Neonate  with  Persistent 
Puimonary  Hypertension 

Carlos  A.  Pérez,  MD* 
Manuel  Ortega,  MD* 
Gloria  Reyes  Báez,  MD* 
Rafael  Villavicencio,  MD** 


The  syndrome  of  Persistent  Pulmonary  Hypertension 
of  the  Newborn  (PPHN)  is  caused  by  failure  of  the 
pulmonary  circulation  to  undergo  the  normal  transition 
from  the  fetal  to  extrauterine  life.'"'  In  these  infants, 
pulmonary  vascular  resistance  remains  elevated  and 
right-to-left  shunting  across  the  ductus  arteriosus  and/or 
the  foramen  ovale  persists.  PPHN  is  most  commonly  seen 
associated  with  hypoxia  which  may  have  developed 
before,  during  or  immediately  after  birth.  PPHN  might 
result  from:  (1)  underdevelopment  of  the  lung  and 
pulmonary  vascular  bed,  (2)  maladaption  of  the  pulmo- 
nary vascular  bed  to  extrauterine  life  as  a result  of 
postnatal  stress,  or  (3)  excessive  muscularization  of  the 
pulmonary  vascular  bed  due  to  still  unknown  causes. ’’  ^ 
Maternal  and  fetal  conditions  associated  with  PPHN  are 
listed  in  table  1.  The  usual  picture  is  that  of  a cyanotic 
term  or  post-term  infant  with  respiratory  distress,  no 
murmurs,  mild  to  moderate  cardiomegaly  on  the  chest 


Table  I Factors  Associated  with  PPHN 


Maternal  — Preeclampsia 
Hypertension 
Advanced  maternal  age 
Drug  addiction 
Prolonged  gestation 
Diabetes  mellitus 
Hydramnios 

Neonatal  — Perinatal  asphyxia 

Intrauterine  pneumonia 
Meconium  aspiration  syndrome 
Transient  tachypnea  of  the  newborn 
Respiratory  distress  syndrome 
Hyperviscosity  syndrome 
Group  B streptococcus  sepsis 
Diaphragmatic  hernia 
Myocardiopathy 
Small  airway  obstructive  disease 
Nonbacterial  endocardial  thrombosis 
Primary  pulmonary  hypoplasia 


*Universiry  Childrens  Hospital,  Department  of  Pediatrics,  Neonatology 
Section,  University  of  Puerto  Rico  .School  of  Medicine. 

**  University  Childrens  Hospital,  Department  of  Pediatrics.  Cardiology 
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X-ray  and  a normal  electrocardiogram.  PPHN  is  a 
common  problem  in  the  neonatal  period  and  early 
diagnosis  together  with  adequate  treatment  are  vital  for 
the  survival  of  these  infants.  The  clinical  course  varies 
with  the  underlying  cause.  It  is  usually  reversible  and  a 
favorable  outcome  is  expected  if  proper  management  is 
established.  Despite  recent  advances  in  therapeutic 
modalities,  severe  cases  of  PPHN  still  have  a 40  to  60% 
mortality.’  We  have  previously  described  the  manage- 
ment of  PPHN  by  the  primary  physician  prior  to  the 
transfer  of  the  patient  to  a tertiary  care  center.’  It  is  the 
purpose  of  this  paper  to  review  the  management  of  the 
infant  with  this  syndrome  at  the  Neonatal  Intensive  Care 
Unit  (NICU). 

Transport 

Once  the  diagnosis  of  PPHN  is  suspected,  arrangements 
should  be  made  for  immediate  transfer  to  a tertiary  care 
center.  Sufficient  oxygen  should  be  administered  to 
alleviate  the  cyanosis.  To  achieve  this,  oxygen  at  100% 
concentration  is  usually  necessary  to  be  administered 
during  the  course  of  the  transport.  Special  care  should  be 
taken  to  avoid  sudden  decreases  in  the  oxygen  concentra- 
tion since  neonates  with  PPHN  respond  with  catastrophic 
falls  in  Pa02  to  small  decreases  in  oxygen  concentra- 
tion.’» * If  the  pC02  is  high,  we  recommend  endotracheal 
intubation  prior  to  transport  by  someone  experienced  in 
intubating  newborn  infants.  The  complications  resulting 
from  an  unsuccesful  prolonged  intubation  attempt  are 
life  threatening  in  infants  with  PPHN.  Supportive 
management  should  include  the  maintenance  of  an 
adequate  blood  pressure,  acid-base  balance  and  tempe- 
rature. During  transport,  the  infant  should  be  maintained 
as  comfortable  as  possible  avoiding  unnecesary  manipu- 
lations. An  intravenous  line  should  be  secured  and  10% 
dextrose  in  water  solution  infused  at  a rate  of  60 
cc/kg/day.  A person  with  experience  in  neonatal 
resuscitation,  ideally  a physician,  should  accompany  the 
infant  during  transport  to  the  tertiary  care  center. 

Treatment  of  PPHN 

The  main  goal  in  the  treatment  of  PPHN  is  reversal  of 
the  right-to-left  shunting  by  decreasing  the  pulmonary 
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artery  pressure  or  increasing  the  systemic  arterial  blood 
pressure.  Regardless  of  the  etiology  of  PPHN,  therapy 
falls  into  three  categories:  (1)  mechanical  ventilation, 
(2)  pharmacologic  agents,  and  (3)  supportive.  Treat- 
ment should  be  instituted  once  the  diagnosis  of  PPHN  is 
made  to  prevent  the  progressive  increase  of  the  right-to- 
left  shunt. 

Ventilatory  Therapy 

Ventilatory  therapy  should  be  directed  toward  main- 
taining normal  arterial  blood  gases.  In  some  infants, 
oxygen  at  100%  by  hood  may  be  sufficient,  specially  if  the 
condition  is  recognized  early  and  therapy  is  instituted 
promptly;  nevertheless  the  great  majority  of  patients 
will  require  endotracheal  intubation.  Continuous  posi- 
tive airway  pressure  (CPAP)  may  be  tried,  but  if  a P02 
greater  than  50  mmHg  is  not  achieved  or  if  acidosis 
persists  (pH  < 7.30),  assisted  mechanical  ventilation 
should  be  initiated.  The  objective  of  mechanical  venti- 
lation is  to  select  the  minimal  ventilatory  settings 
necessary  to  maintain  adequate  P02  ( > 50  mmHg),  a pH 
greater  than  7.30  and  to  prevent  wide  variations  in  P02 
with  the  minimum  amount  of  trauma  to  the  lungs. 

There  are  different  trends  in  the  management  of  infants 
with  PPHN.  This  is  due  to  the  several  pathophysiologic 
mechanism  involved  as  well  as  the  multiple  etiologies  in 
the  production  of  pulmonary  hypertension.  At  the 
present  time  there  are  no  final  answers  concerning  the 
ideal  method  of  ventilating  these  infants.  Induced 
hypocarbia  using  high  ventilatory  rates  and  high  inspi- 
ratory pressures  to  decrease  PC02  to  a supposedly  critical 
level  has  been  recommended  as  the  optimal  ventilator 
therapy  for  PPHN  by  some  groups. It  has  been 
suggested  that  during  the  alkalosis  thus  obtained  there  is 
a decrease  in  ionized  calcium  levels,  which  directly  or 
indirectly  may  be  involved  in  pulmonary  medial  smooth 
muscle  relaxation.*  It  has  been  observed  that  with  hyper- 
ventilation there  is  a decrease  in  the  pulmonary  artery 
pressure  and  an  improvement  in  oxygenation  as  well  as  in 
the  pulmonary  mechanics.*’  ^ To  achieve  this  critical 
PC02,  which  may  be  as  low  as  20  mmHg,  it  may  be 
necessary  to  use  very  high  inspiratory  pressures  and  high 
ventilator  rates  which  are  potentially  damaging  to  the 
lungs.  With  this  aggressive  ventilatory  management  the 
reported  incidence  of  air  leaks  may  be  as  high  as  50%  and 
that  of  chronic  lung  disease  close  to  25%.“’  Recently, 
Shreiber  et  al.‘*  has  shown  that  the  changesin  pulmonary 
vascular  resistance  appear  to  be  mediated  through  pH 
changes  rather  than  PC02  changes.  Having  this  in  mind 
we  try  to  maintain  these  infants  alkalotic  without  empha- 
sizing the  use  of  high  inspiratory  pressure  and  high  rate  to 
maintain  a low  PC02.  We  prefer,  instead,  to  use  bicar- 
bonate judiciously  to  maintain  an  adequate  pH.  In  our 
NICU,  each  infant  is  managed  individually  during  the 
acute  stage,  trying  not  to  induce  hypocarbia  at  the 
expense  of  mechanical  lung  damage;  although,  there  are 
some  infants  that  will  not  oxygenate  unless  high  inspira- 
tory pressures  or  high  rates  are  used.  In  the  latter  we  will 
not  hesitate  to  use  such  parameters  if  needed.  In  contrast 
to  these  therapeuric  modalities,  Wung  et  al.'^  reported 
the  successful  management  of  15  infants  with  severe 


PPHN  without  hyperventilation  or  alkalosis.  All  infants 
survived,  and  only  one  infant  developed  chronic  lung 
disease. 

We  use  100%  oxygen  during  the  acute  stage  which 
usually  lasts  about  2 to  3 days.  During  that  time  no 
change  in  oxygen  concentration  is  allowed  unless  the 
infant  is  very  stable  or  oxygenation  is  greater  than  150 
torr  repeatedly.  A common  error  in  the  management  of 
these  infants  is  weaning  the  inspired  oxygen  concentra- 
tion too  rapidly. ^ * These  infants  have  a very  labile 
pulmonary  vasculature  and  may  respond  with  tremen- 
dous drop  in  P02  to  a sudden  drop  in  inspired  oxygen. 
Even  if  the  Pa02  is  greater  than  150  torr,  the  inspired 
oxygen  concentration  should  be  gradually  decreased  by 
only  1 to  2%  fractions  during  the  acute  stage  in  order  to 
avoid  such  complication.  Since  most  infants  with  PPHN 
are  either  term  or  post-term,  the  risk  of  retrolental  fibro- 
plasia is  low.* 

Selection  of  the  appropriate  inspiratory  pressure 
depends  upon  the  compliance  of  the  infant’s  lung.  Infants 
with  low  compliance  will  need  higher  inspiratory 
pressure  than  those  with  high  compliance.  Clinical 
assessment  of  chest  excursion  continues  to  be  an  accurate 
mean  of  determining  the  peak  inspiratory  pressure 
required  to  deliver  an  adequate  tidal  volume  to  the  lung. 
Positive  end-inspiratory  pressure  (PEEP)  of  3to  5 cm  H20 
is  adequate  for  the  mayority  of  infants. 

Once  the  proper  ventilation  and  oxigenation  is 
achieved,  change  in  ventilator  parameters  should  be  kept 
to  a minimum,  or  none  at  all,  unless  the  infant’s  condition 
is  stable  for  a few  hours  or  excessive  chest  excursion  is 
appreciated.  Once  the  transition  phase  of  PPHN  is 
reached,  rapid  weaning  is  possible  and  desired.  The  tran- 
sition phase  of  PPHN  has  been  described  as:  “the  point  in 
the  disease  process  when  the  infant  who  has  hypoxia 
secondary  to  pulmonary  arterial  hypertension  makes  a 
transition  to  hypoxia  secondary  to  chronic  lung 
disease’’.^  This  stage  usually  occurs  after  1 to  3 days  in 
infants  that  were  hyperventilated.  In  our  experience  this 
phase  occurs  near  the  third  day  of  therapy  and  is 
accompanied  by  an  increase  in  tracheal  secretions  during 
suctioning.  Recognition  of  this  phase  is  important 
because  at  this  time  ventilator  settings  and  oxigen  con- 
centration should  be  rapidly  decreased  in  order  to  try  to 
avoid  unnecesary  trauma  to  the  lungs.  Most  of  these 
infants  can  be  weaned  to  CPAP  by  the  fifth  or  sixth  day  of 
life. 

High-frequency  jet  ventilation  (HFJV)  is  another  form 
of  mechanical  ventilation  that  is  currently  being  investi- 
gated in  the  treatment  of  infants  with  respiratory 
problems. Lower  peak  inspiratory  pressure  (PIP) 
and  lower  mean  airway  pressure  is  needed  with  HFJV 
compared  to  conventional  mechanical  ventilation  in 
order  to  achieve  adequate  gas  exchange. If  this  is 
true,  we  should  expect  a decrease  in  the  incidence  of 
chronic  lung  disease  in  those  infants  with  PPHN  that 
were  treated  with  HFJV.  This  needs  to  be  further  inves- 
tigated, since  experience  with  HFJV  is  minimal. 

During  the  course  of  mechanical  ventilation  an 
umbilical  or  peripheral  arterial  line  is  essential  for  the 
constant  monitoring  of  arterial  blood  gases.  Frequent 
sampling  of  arterial  blood  gases  to  a.ssess  the  response  to 
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therapy  is  vital.  Gases  should  be  sampled  20  minutes  after 
every  change  in  ventilatory  settings  or  whenever  needed. 
Once  the  infant  is  stable,  gases  should  be  done  every  2 to  3 
hours.  Transcutaneous  p02  and  pC02  monitors  are 
extremely  useful  for  continuous  monitoring  of  oxygena- 
tion and  ventilation.  Monitoring  of  oxygen  saturation  is 
also  very  useful  in  the  evaluation  of  the  clinical  course  of 
these  infants. 

Pharmacologic  Vasodilation 

Failure  to  improve  oxygenation  with  mechanical 
ventilation  has  lead  to  the  use  of  vasodilating  agents  to 
try  to  dilate  the  pulmonary  vessels.  Multiple  agents  have 
been  tried  with  relative  sucess.  Currently,  none  of  the 
agents  used,  specifically  dilates  the  pulmonary  circula- 
tion. Most  agents  are  generalized  vasodilators  with 
systemic  vascular  effects  as  well.'’’  '*  Numerous  studies 
have  failed  to  identify  a single  specific  pulmonary 
vasodilator  that,  in  addition  to  serving  a specific 
physiologic  function,  could  have  therapeutic  applica- 
bility.’’ 

Tolazoline 

Tolazoline  (Priscoline)  has  been  widely  used  as  a 
pulmonary  vasodilating  agent  in  infants  with 
PPHN.*’  ’’  Tolazoline  has  multiple  pharmaco- 

logic effects.’^  In  addition  to  being  an  alpha-adrenergic 
blocking  agent,  it  is  a histamine  agonist,  it  has  sympa- 
thetic and  cholinergic  activity,  and  is  a direct  vasodilator. 
The  pulmonary  vasodilating  effect  appears  to  be 
mediated  by  both  histamine  HI  and  histamine  H2 
receptors  and  not  by  its  alpha-adrenergic  blocking 
action.’'* 

Most  of  the  studies  show  an  increase  in  oxygenation 
when  tolazoline  was  used.’"’  ” linfortunately,  the  rate 
of  complications  was  very  high.  Severe  hypotension,  due 
to  its  potent  systemic  vasodilator  effect,  is  one  of  the  most 
common  complications.  This  complication  may  be 
prevented  if  dopamine  is  used  in  combination  with 
tolazoline.  Other  common  complications  are  gastro- 
intestinal and  pulmonary  hemorrhage  thrombocyto- 
penia, seizures,  hyponatremia  and  oliguria.” 

Tolazoline  is  usually  infused  intravenously  as  a con- 
tinuous infusion  drip.  This  mode  of  infusion  may  be  the 
cause  of  the  high  rate  of  complications  since  it  has  been 
shown  that  tolazoline  infused  to  newborn  infants  have  a 
much  longer  half-life  than  expected.”  These  inappro- 
piate  high  doses  of  tolazoline  may  exceed  neonatal 
clearance  and  cause  accumulation  of  tolazoline  to  toxic 
levels.  Pharmacokinetic  studies  do  not  support  the  need 
to  administer  tolazoline  by  continuous  infusion. 

Tolazoline  is  very  useful  in  increasing  Pa02  in  infants 
with  PPHN  but  its  therapeutic  inconsistency,  and  the 
high  rate  of  complications  prevents  this  drug  from  being 
a truly  effective  agent.  As  new  information  about  phar- 
macokinetics, rate  of  excretion  and  concentration- 
related  effects  of  tolazoline  is  obtained,  most  of  the 
comptlications  seen  may  be  prevented  allowing  tolazoline 
to  become  a very  useful  drug  in  the  treatment  of  infants 
with  PPHN. 


Prostaglandins 

Some  of  the  prostaglandins  are  potent  vasodilators 
which  appear  to  be  important  in  maintaining  the 
inmature  pulmonary  bed  in  a dilated  state.’*’  ’*  Experi- 
mental work  has  been  done  on  three  vasodilator  pros- 
taglandins: PGEl,  PGI2,  and  PGD2. 

PGEl. 

PGEl  is  a non-specific  vasodilator  in  newborn 
infants.”’  ’*  Due  to  its  dilating  effect  on  the  ductus 
arteriosus,  PGEl  has  become  an  important  drug  in  the 
presurgical  management  of  infants  with  cyanotic 
congenital  heart  disease.”  Since  PGEl  does  not  dif- 
ferentially dilate  pulmonary  vessels,  its  use  in  PPHN  is 
not  warranted. 

PGI2  (Prostacyclin). 

There  is  evidence  in  inmature  animals  that  PGI2 
dilates  hypoxic  pulmonary  vessels  to  a greater  extent 
than  systemic  vessels.’*’  A multicenter  collaborative 
trial  using  PGI2  therapy  in  infants  with  PPHN  was 
discontinued  when  only  5 of  13  infants  improved  and 
only  2 survived.”  Significant  systemic  arterial  hypoten- 
sion was  a side  effect  in  some  of  these  infants.  PGI2  has 
limited  use  in  the  therapy  of  PPHN  because  of  the 
associated  systemic  vasodilation  and  hypotension. 

PGD2. 

Pulmonary  effects  of  PGD2  are  age-dependent.  PGD2 
specifically  decreases  pulmonary  arterial  pressure  and 
increases  pulmonary  blood  flow  and  increases  systemic 
arterial  pressure  in  fetal”  and  newborn  animals,”’  ” but 
it  increases  pulmonary  arterial  pressure  in  older 
animals”  Soifer  et  al”*  ” used  PGD2  in  6 infants  with 
PPHN  that  were  hypoxemic  despite  mechanical  hyper- 
ventilation with  100%  oxygen.  PGD2  produced  no 
significant  changes  in  pulmonary  and  systemic  arterial 
pressure  in  those  infants.  These  data  suggest  little  efficacy 
of  PGD2  in  patients  with  PPHN. 

Isoproterenol 

Isoproterenol  is  a chronotropic  agent  that  dilates 
systemic  and  hypoxic  pulmonary  vessels.”  Tachycardia, 
hypotension  and  decreased  renal  blood  flow  have  been 
reported  as  a complication  of  isoproterenol  infusion  in 
fetal  and  neonatal  animals.”  Drummond  et  al*  reported 
one  infant  in  whom  infusion  of  isoproterenol  did  not 
lower  the  1:1  baseline  ratio  of  pulmonary  arterial 
pressure/systemic  arterial  pressure  (PAP/SAP)  but 
addition  of  tolazoline  increased  systemic  arterial  pressure 
in  excess  of  pulmonary  arterial  pressure,  lowering  the 
ratio  PAP/SAP  to  0.9  Clinically  isoproterenol  does  not 
appear  to  be  an  useful  drug  for  the  treatment  of  infants 
with  PPHN. 

Other  efforts 

Multiple  other  agents  have  been  used  to  dilate  the 
pulmonary  vascularity  with  poor  response.  Some  of  these 
agents  are:  nitroprusside,”  acetylcholine,”,  morphine 
sulfate,”  solumedrol”  and  thorazine.'*".  '*' 
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Supportive  therapy 

Strict  monitoring  of  fluid  intake  and  output  is 
essential.  Excessive  amounts  of  fluids  may  be  needed  to 
achieve  an  adequate  intravascular  volume  since  most  of 
these  infants  are  asphyxiated  at  birth  and  there  will  be  a 
loss  of  intravascular  fluids  into  the  interstitial  spaces.  At 
the  same  time  excessive  amounts  of  fluids  may  be 
detrimental  due  to  the  presence  of  cerebral  edema  and 
acute  tubular  necrosis.  Continuous  monitoring  of  central 
venous  pressure  and  arterial  blood  pressure  is  useful  in 
evaluating  the  status  of  hydration.  Fluids  should  be 
infused  at  the  lowest  rate  needed  to  achieve  cardio- 
vascular stability  (good  peripheral  pulses,  good  peri- 
pheral perfusion  and  adequate  urine  output). 

It  is  important  to  maintain  an  adequate  systolic  arterial 
pressure,  between  60  and  SOmmHg,  as  the  presence  of 
systemic  hypotension  may  increase  the  difference 
between  pulmonary  artery  pressure  and  systemic  artery 
pressure  which  may  lead  to  increase  right-left  shunting 
and  further  hypoxemia.  Early  use  of  vasopressors  such  as 
dopamine  is  helpful  in  increasing  systemic  arterial  blood 
pressure  without  the  use  of  excessive  fluids  administra- 
tion. 

Dopamine  is  a potent  inotropic  agent  that  in  addition 
to  having  both  alpha-  and  beta-adrenergic  action,  it 
directly  and  specifically  dilates  the  renal  and  mesenteric 
blood  vessels.^^’  **  Its  effects  are  dose  dependent  and 
vary  from  patient  to  patient.  Some  of  the  indications  for 
the  use  of  dopamine  in  infants  with  PPHN  are  systemic 
hypotension  and  myocardial  dysfunction.^’  If  the  patient 
is  hypovolemic,  volume  expanders  should  be  adminis- 
tered prior  to  the  infusion  of  dopamine.  Dopamine 
infusion  may  be  started  at  2 to  5ug/kg/min  as  a constant 
infusion.  Dose  may  be  increased  to  15  to  2()ug/kg/min  if 
needed  to  achieve  cardiovascular  stability.  Some  infants 
may  require  higher  doses  ( > 20ug/kg/min)  to  achieve 
desired  effects  without  evidence  of  complications.*’ 

Attention  must  be  paid  to  the  maintenance  of  normal 
values  of  blood  glucose  and  serum  electrolytes.  The 
hematocrit  should  be  maintained  between  35  to  45  vol  %. 

The  use  of  muscle  relaxants  have  been  advocated  as 
useful  in  preventing  agitation  that  causes  fluctuations  in 
oxygenation  in  infants  with  Respiratory  Distress  Syn- 
drome and  PPHN.^*  There  has  been  some  controversy 
about  the  use  of  muscle  relaxants  in  infants  with  PPHN. 
Muscle  paralysis  may  compromise  the  ventilation  to 
perfusion  match  and  may  require  higher  inspiratory 
pressure  and  higher  rates  to  maintain  ventilation. 
Recently,  Cameron  et  al’°  using  neonatal  lambs  showed 
that  durinj  hypoxia^  muscle  paralysis  and  mechanical 
ventilation,  the  mean  pulmonary  artery  pressure  increased 
by  80%  with  d-tubocurarine  and  81%  pancuronium 
above  control.  Wung  et  al‘^  reported  15  infants  with 
severe  PPHN  treated  without  muscle  relaxants  with  a 
survival  of  100%.  In  spite  of  this  there  are  some  infants 
that  improve  oxygenation  only  when  muscle  relaxants 
are  used  to  facilitate  mechanical  ventilation.  In  those 
infants  muscle  relaxants  should  be  discontinued  as  soon 
as  possible.  In  some  cases  sedation  with  morphine  is  suf- 
ficient to  prevent  agitation  that  causes  fluctuations  in 
oxygenation. 


Infants  with  PPHN  are  extremely  sensitive  to 
environmental  stimuli  and  will  react  with  hypoxia  to 
many  common,  noninvasive  procedures.  Handling  of 
these  infants  should  be  kept  to  a minimum  during  the 
acute  stages.  Oxygen  consumption  should  be  kept  to  a 
minimum  by  maintaining  the  infant  in  a neutral  thermal 
environment. 

Extracorporeal  Membrane  Oxygenators 

Extracorporeal  membrane  oxygenation  (ECMO)  has 
been  recently  advocated  in  the  treatment  of  infants  with 
PPHN  who  do  not  respond  to  maximal  medical  support, 
hyperventilation  or  vasodilator  therapy. ECMO  is  a 
modification  of  the  cardiopulmonary  bypass  for  open- 
heart  surgery.  The  modification  allows  ECMO  to  be  used 
for  a few  days  rather  than  being  limited  to  a few  hours. 
Survival  rates  or  75%  and  100%  with  ECMO  among 
infants  with  severe  PPHN  who  did  not  respond  to 
hyperventilation  or  vasodilator  therapy  has  been 
reported.”’’^  Besides  improved  survival,  ECMO  provides 
for  lung  rest,  decreased  risk  of  air  leaks  during 
hyperventilation,  and  decreased  risk  of  lung  injury 
secondary  to  oxygen  toxicity.  However,  this  modality  of 
treatment  is  invasive,  very  expensive  and  the  long  term 
outcome  of  these  infants  is  unknown. 

Future  Directions 

Currently  there  is  no  a^ent  available  that  will  cause 
pulmonary  vasodilation  without  simultaneously  causing 
systemic  hypotension.  Research  to  identify  specific  pul- 
monary vasodilators  continues.  In  the  future  some  of  the 
agents  previously  used  to  treat  infants  with  PPHN  may 
prove  to  be  effective  if  used  at  lower  doses  or  earlier  in  the 
course  of  the  disease.  Tolazoline  could  become  very 
effective  as  complications  from  its  use  decrease  and  more  is 
understood  about  tolazoline’s  pharmacokinetics,  rate  of 
excretion,  and  concentration-related  effects.  Also,  PGD2 
may  be  of  benefit  if  used  early  in  the  course  of  the  disease 
process  before  irreversible  changes  in  the  pulmonary 
circulation  have  occurred.*® 

One  area  of  special  recent  interest  are  the  effects  of 
leukotrienes  (LT)  in  the  pulmonary  vascularity.  LT,  the 
slow  reacting  substance  of  anaphylaxis,  are  5’-lipogenase 
metabolites  of  arachidonic  acid,  and  may  play  a role  in 
the  mechanism  by  which  hypoxia  produces  pulmonary 
vasoconstriction.”-’® 

LT  D4,  infused  into  the  pulmonary  artery  of  young 
lambs,  produces  pulmonary  arterial  hypertension.*® 
Stenmark  et  al“  found  LT  C4  and  D4  in  lung  lavage  fluid 
obtained  from  5 infants  with  clinical  features  of  PPHN, 
but  not  in  similar  fluid  from  14  ventilated  infants  without 
PPHN.  These  findings  suggest  that  LT  may  play  a role  in 
maintaining  the  elevated  pulmonary  vascular  tone  in  the 
normal  fetus  in  útero,  and  also  in  the  mediation  of 
hypoxic  pulmonary  vasoconstriction. 

In  order  to  evaluate  the  role  of  LT  in  the  perinatal 
control  of  tone  in  the  perinatal  vascular  bed,  Schreiber 
et  al”  studied  the  effect  of  a LT  receptor  antagonist  in 
spontaneously  breathing  normoxic  and  hypoxic  newborn 
lambs.  Hypoxic  pulmonary  vasoconstriction  was  aboli- 
shed by  the  prior  infusion  of  the  LT  receptor  antagonist. 
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Also,  the  infusion  of  the  antagonist  during  hypoxia- 
induced  pulmonary  vasoconstriction  reversed  the  increase 
in  pulmonary  arterial  pressure  and  pulmonary  vascular 
resistance. 

LT  appears  to  be  an  important  agent  in  the  mechanism 
by  which  hypoxia  produces  PPHN.  The  use  of  LT 
receptor  antagonist  may  be  very  useful  in  the  mana- 
gement of  infants  with  PPHN.  Further  investigations  are 
needed  before  this  drug  is  used  in  infants  with  PPHN. 

Prognosis 

In  spite  of  recent  advances  in  the  management  of 
PPHN  the  mortality  continues  to  be  high.  A mortality  of 
around  40  to  60%  is  reported  in  the  most  severe  cases. ^ 
Some  of  the  factors  associated  with  a poor  outcome 
include  (1)  severe  pulmonary  hypoplasia,  (2)  Group  B 
streptococcus  when  associated  with  shock,  (3)  severe 
asphyxia,  (4)  requirement  of  a critical  PC02  less  than  20 
torr,  (5)  requirement  of  a peak  inspiratory  pressure 
greater  than  35  cm  H2O.  Of  these  factors  severe 
pulmonary  hypoplasia  is  associated  with  the  highest 
mortality. 

Follow-Up 

Mechanical  hyperventilation  is  used  as  an  effective 
means  of  decreasing  pulmonary  arterial  pressure  and 
improving  oxygenation  in  infants  with  PPHN.  There  is 
concern  that  hyperventilation  may  lead  to  a decrease  in 
cerebral  blood  flow  and  brain  ischemia. Most  of 
the  follow-up  data  of  infants  with  PPHN  are  based  on 
outcome  of  infants  that  were  hyperventilated  during  their 
neonatal  course.  Bernbaum  et  al“’  reported  a 

relatively  good  neurological  outcome  at  mean  age  of  29 
months  on  12  infants  that  were  hyperventilated.  Nine 
were  normal,  2 had  slightly  increased  tone  in  the  lower 
extremities,  and  one  had  moderate  unilateral  hypertonia. 
In  this  group,  cardiac  examinations,  electrocardiograms, 
and  echocardiographic  studies  were  normal  at  follow-up. 
Four  of  the  12  infants  had  chronic  lung  disease  requiring 
bronchodilators.  Brett  et  aP^  described  9 infants  with 
PPHN  that  were  treated  with  hyperventilation.  All  had 
normal  neurologic  evaluation  at  9 and  15  months  of  age. 
These  9 infants  were  re-evaluated  at  mean  age  of  5 years. 
Their  neurological  outcome  at  that  time  was  normal.^* 

The  clinical  follow-up  studies  suggest  that  mechanical 
hyperventilation  appears  to  be  safe  and  does  not  produce 
brain  ischemia.  When  motor  or  mental  deficits  are 
present,  they  may  be  attributable  to  their  perinatal 
asphyxia  rather  than  to  hyperventilation. 

Infants  with  PPHN  that  survive  their  neonatal  course 
have  good  expectations  of  achieving  a normal  growth, 
neurologic  outcome  and  cognitive  development.^*  It  is 
important  to  follow  these  infants  until  school  age  for 
early  detection  of  learning  disabilities  and  to  assess 
whether  early  mild  motor  deficits  or  delays  have  resolved. 
Further  follow-up  data  is  needed  in  these  infants  with 
PPHN  that  survive. 

Resumen:  El  síndrome  de  hipertensión  pulmonar  persis- 
tente del  recien  nacido  (PPHN)  es  el  resultado  de  la  falta  de 
transición  normal  de  la  circulación  fetal  a la  extrauterina. 


El  manejo  de  infantes  con  hipertensión  pulmonar  del 
recíen  nacido  debe  llevarse  acabo  en  una  unidad  de  cuidado 
intensivo  neonatal.  El  objetivo  del  tratamiento  de  infantes 
con  PPHN  es  el  de  disminuir  los  cortocircuitos  de  sangre  de 
derecha  a izquierda.  El  tratamiento  cae  en  tres  categorías; 
a saber,  la  ventilación  mecánica,  los  agentes  farmacoló- 
gicos, y la  terapia  de  sostén.  El  manejo  de  cada  infante  es 
individual  y depende  de  la  etiología  y la  severidad  de  la 
enfermedad.  A pesar  del  uso  de  nuevas  modalidades 
terapéuticas  en  el  manejo  de  infantes  con  PPHN,  la 
mortalidad  es  de  40-60%  en  los  casos  más  severos.  Los 
infantes  que  sobreviven  tienen  un  buen  pronóstico  en 
cuanto  a crecimiento,  desarrollo  neurológico  y cognoscitivo. 


References 

1.  Gersony  WN,  Due  CV,  Sinclair  JD:  “PFC”  syndrome  (persistence 
of  the  fetal  circulation).  Circulation  1969;  3:40 

2.  Reyes  Baez  G,  Pérez  CA:  Persistent  pulmonary  hypertension  of  the 
newborn:  diagnosis  and  management  by  the  primary  care 
physician.  Bol  Asoc  Med  P Rico  1985;  77:237 

3.  Levin  DL,  Heyman  MA,  Kitterman  JA,  et  al:  Persistent  pulmonary 
hypertension  in  the  neonate.  J Pediatr  1976;  89:626 

4.  Gersony  WM:  Neonatal  pulmonary  hypertension  pathophysio- 
logy, classification,  and  etiology.  Clin  Perinatol  1984;  11:517 

5.  Geggel  RL,  Reid  LM:  The  structural  basis  of  PPHN.  Clin  Perinatol 
1984;  11:525 

6.  Rudolph  AM:  High  pulmonary  vascular  resistance  after  birth: 
Clinical  Pediatr  1980;  19:585 

7.  Duara  S,  Gewitz  MH,  Fox  WW:  Use  of  mechanical  ventilation  for 
clinical  management  of  persistent  pulmonary  hypertension  of  the 
newborn.  Clin  Perinatol  1984;  11:641 

8.  Drummond  WH,  Gregory  GA,  Heyman,  et  al:  The  independent 
effects  of  hyperventilation,  tolazoline  and  dopamine  on  infants 
with  persistent  pulmonary  hypertension.  J Pediatr  1981;  98:603 

9.  Peckham  GJ,  Fox  WW:  Physiologic  factors  affecting  pulmonary 
artery  pressure  in  infants  with  persistent  pulmonary  hypertension. 
J Pediatr  1978;  93:1005 

10.  Fox  WW,  Duara  S:  Persistent  pulmonary  hypiertension  in  the 
neonate:  diagnosis  and  management.  J Pediatr  1983;  103:505 

1 1.  Berbaum  JC,  Russel  P,  Gewitz  M,  et  al:  Neurodevelopmental  and 
cardiorespiratory  follow  up  of  infants  with  persistent  pulmonary 
hypertension  of  the  newborn  Pediatr  Res  1981;  15:651 

1981;  15:651 

12.  Wung  JT,  James  LS,  Kilcheysky  E,  et  al:  Management  of  infants 
with  severe  respiratory  failure  and  persistence  of  the  fetal 
circultion,  without  hyperventilation.  Pediatrics  1985;  76:488 

13.  Schreiber  MD,  Heymann  MA,  Soifer  SJ:  Increased  arterial  pH,  not 
decreased  PaC02,  attenuates  hypoxia-  induced  pulmonary  vaso- 
constriction in  newborn  lambs.  Pediatr  Res  1986;  20:113 

14.  Carlo  WA,  Chatburn  RL,  Martin  RJ,  et  al:  Decrease  in  airway 
pressure  during  high  frequency  jet  ventilation  in  infants  with 
respirtory  distress  syndrome.  J Pediatr  1984;  104:101 

15.  Frontz  ID  III,  Werthammer  J,  Stark  AR:  High  frequency 
ventilation  in  premature  infants  with  lugn  disease:  Adequate  gas 
exchange  at  low  tracheal  pressures.  Pediatrics  1983;  71:483 

16.  Spitzer  AR,  Barrel  B,  Fox  WW:  High  frequency  ventilation:  An 
alternative  approach  to  severe  neonatal  respiratory  disease. 
Pediatr  Res  1984;  April 

17.  Tripp  ME,  Drummond  WH,  Heyman  MA,  et  al:  Hemodynamic 
effects  of  pulmonary  arterial  infusion  of  vasodilators  in  newborn 
lambs.  Pediatr  Res  1980;  14:1311 

18.  Kulik  TJ,  Lock  JE:  Pulmonary  vasodilator  therapy  in  persistent 
pulmonary  hypertension  of  the  newborn.  Clin  Perinatol  1984; 
11:693 

19.  Soifer  SJ,  Heymann  MA:  Future  research  directions  in  persistent 
pulmonary  hypertension  of  the  newborn.  Clin  Perinatol 
1984;  11:745 

20.  Goetzman  BW,  Sunshine  P,  Johnson  JD,  et  al:  Neonatal  hypoxia 
and  pulmonary  vasospasm:  response  to  tolazoline.  J Pediatr  1976; 
89:617 


146 


Management  of  the  Neonate  With... 


Bol.  Asoc.  Med  P.  Rico  - Ahril  1987 


21.  Stevenson  DK,  Hastings  DS,  Darnall,  et  al:  Refractory  hypoxemia 
associated  with  neonatal  disease:  the  use  and  limitations  of 
tolazoline.  J Pediatr  1979;  95:595 

22.  Peckham  JT:  Risk-benefit  relationships  of  current  therapeutic 
approaches...  In  Cardiovascular  Sequela  of  Asphyxia  in  the 
Newborn,  83rd  Ross  Conference  on  Pediatric  Research,  Columbus, 
Ohio,  Ross  Laboratories,  1982,  pp  110-116 

23.  Drummond  WH,  Lock  JE:  Neonatal  pulmonary  vasodilation 
drugs  current  status.  Dev  Pharmacol  Ther  1984;  7:1 

24.  Goetzman  BW,  Milstein  JM:  Pulmonary  vasodilator  action  of 
tolazoline.  Pediatr  Res  1979;  13:942 

25.  Ward  RM:  Pharmacology  of  tolazoline.  Clin  Perinatol 
1984;  11:703 

26.  Lock  JE,  Olley  PM,  Cocean!  F:  Direct  pulmonary  vascular 
responses  to  prostaglandins  in  the  conscious  newborn  lamb.  Am 
J Physiol  1980;  238:H639 

27.  Lock  JE,  Olley  PM,  Solding  S,  et  al:  Indomethacin-induced 
pulmonary  vasoconstriction  in  the  conscious  newborn  lamb.  Am 
J Physiol  1980;  238:H639 

28.  Lewis  AB,  Freed  MD,  Heyman  MA,  et  al;  Side  effects  of  therapy 
with  prostaglandin  El  in  infants  with  critical  congenital  heart 
disease.  Circulation  1981;  64:893 

29.  Freed  MD,  Heyman  MA,  Lewis  AB,  et  al:  Prostaglandin  El  in 
infants  with  ductus  arteriosus-dependent  congenital  heart  disease. 
Circulation  1981;  64:899 

30.  Starling  MB,  Neutze  JM,  Elliot  RL,et  al:  Comparative  studies  on 
the  hemodynamic  effects  of  prostaglandin  El,  prostacyclin,  and 
tolazoline  upon  elevated  pulmonary  vascular  resistance  in 
neonatal  swine.  Prostacycline  Med  1981;  7:349 

31.  Cassin  S,  Tod  M,  Philips  J,et  al:  Effects  of  prostaglandin  D2on  the 
perinatal  circulation.  Am  J Physiol  1981;  240:H755 

32.  Soifer  SJ,  Morin  FC,  Heyman  MA:  Prostaglandin  D2  reverses 
induced  pulmonary  hypertension  in  the  newborn  lamb.  J Pediatr 
1982;  100:458 

33.  Soifer  SJ,  Morin  FC,  Heyman  MA:  Developmental  changes  in  the 
effect  of  prostaglandin  D2  on  the  pulmonary  and  systemic 
circulations  in  the  newborn  lamb.  J Dev  Physiol  1983;  5:27 

34.  Soifer  SJ,  Clyman  Rl,  Heyman  MA;  Prostaglandin  D2  does  not 
lower  pulmonary  arterial  pressure  or  improve  oxygenation  in 
infants  with  persistent  pulmonary  hypertension  syndrome. 
Pediatr  Res  1985;  I9:1527A 

35.  Lock  JE,  Olley  PM,  Coceani  F:  Enhanced  beta-adrenergic 
receptor  responsiveness  in  hypoxic  neonatal  circulation.  Am  J 
Physiol  1981;  240:H697 

36.  Driscoll  DJ,  Gillete  PC,  Lewis  RM,  et  al:  Comparative 
hemodynamic  effects  of  isoproterenol,  dopamine  and  dobutamine 
in  the  newborn  dog.  Pediatr  Res  1979;  13:1006 

37.  Benitz  WE,  Malachowski  N,  Cohen  RS,  et  al:  Use  of  sodium 
nitroprusside  in  neonates:  efficacy  and  safety.  J Pediatr  1985; 
106:102 

38.  Chu  J,  Clemens  JA,  Cotton  E,  et  al:  Pulmonary  hypoperfusion 
syndrome.  Pediatrics  1965;  35:733 

39.  Dihbins  AW,  Wiener  ES:  Mortality  from  neonatal  diaphragmatic 
hernia.  J Pediatr  Surg  1974;  9:653 

40.  Collins  DL,  Pomerance  JJ,  Travis  KW,  et  al:  A new  diagnostic 
approach  to  congenital  posterolateral  diaphragmatic  hernia. 
J Pediatr  Surg  1977;  112:149 

41.  Ein  S,  Baker  G,  Olley  P,  et  al:  The  pharmacologic  treatment  of 
newborn  diaphragmatic  hernia:  A2  year  evaluation.  J Pediatr 
Surg  1981;  15:384 

42.  Golberg  LI:  Cardiovascular  and  renal  actions  of  dopamine: 
potential  clinical  implications.  Pharm  Rev  1972;  24:1 

43.  Goldberg  LI,  Hsieh  YY,  Resne  kovi:  Newer  catecholamines  for 
treatment  of  heart  failure  and  shock:  an  update  on  dopamine  anda 
first  look  at  dobutamine.  Prog  Cardiovasc  Dis  1977;  19:327 

44.  Reid  RR,  Thompson  WL:  The  clinical  use  of  dopamine  in  the 
treatment  of  shock.  John  Hopkins  Med  J 1975;  137:276 

45.  Yeh  TF,  Luken  JA,  Lilien  LD,  et  al:  Persistent  pulmonary 
hypertension  of  the  newborn.  In:  Yeh  TF  (editor):  Drug  therapy  in 
the  neonate  and  small  infant.  Chicago,  Year  Book  Medical 
Publishers,  Inc.  1985;  pp.  89-104 

46.  Lang  P,  Williams  RG,  Norwood  Wl,  el  al:  The  hemodynamic 
effects  of  dopamine  in  infants  after  corrective  heart  surgery. 
J Pediatr  1980;  96:630 


47.  Pérez  CA,  Reimer  JM,  Schreiher  MD,  et  al;  Effects  of  high-dose 
dopamine  on  urine  output  in  newborn  infants.  Critical  Care 
Medicine  1986;  14:1045 

48.  Stark  AR,  Bascom  R,  Frantz  ID:  Muscle  relaxation  in  mechanically 
ventilated  infants.  J Pediatr  1979;  94:439 

49.  Rehder  K,  Hatch  DJ,  Sessler  AD,  etal:  The  function  of  each  lung  of 
anesthesized  and  paralyzed  man  during  mechanical  ventilation. 
Anesthesiology  1972;  37:16 

50.  Cameron  CB,  Gregory  GA,  Rudolph  AM,  et  al:  Cardiovascular 
effects  of  d-tubocurarine  and  pancuronium  in  the  newborn  lamb 
during  normoxemia  and  hypoxia.  Pediatr  Res  1986;  20:246 

51.  Barlell  RH,  Andrews  AF,  Tomaosian  JM,  et  al:  Extra  corporeal 
oxygenation  (ECMO)  for  newborn  respiratory  failure:  45  cases. 
Surgery  1982;  92:425 

52.  Andrews  AF,  Roloff  DW,  Barlelt  RH:  Use  of  extracorporeal 
membrane  oxygenation  in  persistent  pulmonary  hypertension  of 
the  newborn.  Persistent  Pulmonary  Hypertension  in  the  Neonate. 
Clin  Perinatol  1984;  11:729 

extracorporeal  membrane  oxygenation  for  respiratory  failure  in 
term  infants.  Pediatrics  1983;  72:872 

54.  Barlett  RH,  Roloff  DW,  Cornell  RG,  et  al:  Extracorporeal 
oxygenation  in  neonatal  respiratory  failure;  a prospective 
randomized  study.  Pediatrics  1983;  72:872 

55.  Hass  F,  Bergofsky  EH:  Role  of  the  mast  cell  in  the  pulmonary 
pressor  response  to  hypoxia.  J Clin  Invest  1972;  51:3154 

56.  Mac  Glashan  DW  Jr,  Schleimer  RP,  Peters  SP  et  al;  Generation 
of  leukotrienes  by  purified  human  lung  mast  cells.  J Clin  Invest 
1982;  70:747 

57.  Ahmed  T,  Oliver  W Jr:  Does  slow-reacting  substance  of 
anaphylaxis  mediate  pulmonary  hypoxic  vasoconstriction?  Am 
Rev  Resp  Dis  1983;  127:566 

58.  Soifer  SJ,  Loitz  R,  Roman  C,  et  al:  Do  leukotrienes  control 
pulmonary  blood  flow  in  the  fetal  lamb?  Pediatr  Res  1984; 
18:347A 

59.  Schreiber  MD,  Heyman  MA,  Soifer  SJ:  Leukotriene  inhibition 
prevents  and  reverses  hypoxia  pulmonary  vasoconstriction  in 
newborn  lambs.  Peditr  Res  1985;  19:437 

60.  Yorochi  K,  Olley  PM,  Sideris  E,  et  al:  Leukotriene  D4:  a potent 
vasoconstritor  of  the  pulmonary  and  systemic  circulations  in  the 
newborn  lamb.  In:  Samuelsson  B,  Paoletti  R (eds)  Leukotrienes 
and  others  Lypoxygenase  Products.  Raven  Press.  New  York  1982; 
pp.  211-214 

61.  Stenmark  KR,  James  SL  Voelkel  NF,  et  al:  Leukotriene  C4and 
D4  in  neonates  with  hypoxemia  and  pulmonary  hypertension. 
N Engl  J Med  1983;  309:77 

62.  Kennealy  JA,  McLennan  JE  London  RG,  et  al:  Hyperventilation 
induced  cerebral  hypoxia.  Am  Rev  Resp  Dis  1980;  122:407 

63.  Plum  F,  Posner  JB:  Blood  and  cerebrospinal  fluid  lactate  during 
hyperventilation.  Am  J Physiol  1967;  212:864 

64.  Bruce  DA:  Effects  of  hyperventilation  on  cerebral  blood  flow  and 
metabolism.  Clin  Perinatol  1984;  11:673 

65.  Brett  C,  Dekle  M,  Leonard  CH  et  al:  Developmental  follow-up 
of  hyperventilated  neonates:  preliminary  observations.  Pediatrics 
1981;  68:588 

66.  Ferrara  B,  Johnson  DE,  Chang  P4-N,et  al:  Efficacy  and  neurologic 
outcome  of  profound  hypocapnic  alkalosis  for  the  treatment  of 
persistent  pulmonary  hypertension  in  infancy.  J Pediatr  1984; 
105:457 

67.  McBride  DC,  Wilson  ,iL,  Pettett  G:  Hyperventilation  in  the 
treatment  of  persistent  fetal  circulation  (letter)  J Pediatr 
1980;  96:174 

68.  Ballard  RA,  Leonard  CH:  Developmental  follow-up  of  infants 
with  persistent  pulmonary  hypertension  of  the  newborn.  Clin 
Perinatol  1984;  11:737 


147 


Case  Presentation 


t 


Gangrenous  Complete  Rectal  Prolapse: 

Case  Report 

Julio  Izquierdo.  MO 
Raúl  H.  Márquez  Sárraga,  Ml) 
Ignacio  Echenique,  M 1) 


Abstract:  A case  report  of  a gangrenous  complete 

rectal  prolapse  is  presented.  A discusión  of  its  etiology,  as 
well  as  of  current  modalities  of  treatment  is  also  presented. 

In  view  of  the  small  amount  of  reported  cases  of  this 
entity  in  the  medical  literature,  and  since  this  is  the  first 
time  a case  like  this  has  been  presented  with  pictorial  data 
in  the  medical  literature  of  Puerto  Rico,  we  feel  that  this 
represents  a worthwhile  addition. 

This  is  a 61  year  old,  male  patient,  bedridden  and 
blind,  without  a history  of  systemic  illness  except 
for  chronic  constipation,  who  was  taken  to  our 
Emergency  Room  by  a relative  with  the  chief  complaint 
of  rectal  bleeding  for  the  last  three  days.  The  patient  gave 
us  a very  poor  medical  history,  and  no  other  information 
regarding  his  past  history  was  available  at  the  time.  At 
physical  examination,  vital  signs  were  stable,  but  the 
patient  was  severely  dehydrated.  The  abdomen  was  Hat, 
soft  and  depressible,  with  no  masses  on  palpation,  and  no 
signs  of  peritoneal  irritation  were  present.  Upon  rectal 
examination,  protuding  per  anus  a complete  procidentia 
with  hemorrage  and  a fetid  odor,  measuring  about  45  cm. 
long  was  found  (see  figure  1).  The  rest  of  his  physical 
examination  was  non-contributory.  Flat  abdominal  x- 
ray  film  showed  a large  amount  of  air  in  the  pelvic  area 
(see  figure  2).  Laboratory  work-up  presented  with  a 
normal  PT/PTT  and  serum  electrolytes,  and  the  CBC 
showed  leukocytosis  with  a shift  to  the  left.  Hydration  as 
well  as  IV  antibiotic  therapy  with  penicillin,  gentamycin 
and  clindamycin  were  started. 

The  patient  was  taken  to  the  operating  room  after  being 
hydrated  with  the  working  diagnosis  of  a complete  and 
gangrenous  rectal  prolapse.  In  the  operating  room  under 
general  anesthesia  with  the  patient  lying  in  lithotomy 
position,  abdomen  and  perineum  were  prepped.  It  was 
noted  that  what  pre-operatively  appeared  to  us  as  the 
dentate  line  was  in  fact  the  edematous  edge  of  the 
proximal  rectum,  and  that  the  distal  5 cm  of  the  rectum 
were  fixed  normally. 

Initially,  we  planned  to  do  a coloanal  anastomosis , but 
if  done  the  suture  line  would  have  been  intra-abdominal, 
and  therefore  it  would  have  been  a catastrophic 
operation.  Amputation  of  the  prolapsed  bowel  segment 
was  performed,  and  the  proximal  sigmoid  colon  was 


closed  from  below  (see  figure  3).  The  abdominal  cavity 
was  then  entered,  and  the  rectal  stump  was  closed  and 
secured  intra-abdominally  with  a linear  stapler.  A 
proximal  end  colostomy  was  performed,  and  drains  were 
left  in  the  pelvis  (see  figure  4). 

The  post-operative  course  was  mostly  uneventful 
except  for  a mild  metabolic  acidosis  in  the  immediate 
post-op  period,  and  the  patient  was  discharged  home 
tolerating  regular  diet  on  the  ninth  post-op  day. 


l iyurc'  I.  Pre-operative  appcanintc  of  prolapse  colon 
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Figure  2.  Fiat  pre-operative  abdominal  x-ray  film 


f igure  .f.  Intraoperative  amputation  of  involved  eolonie  segment 


Figure  4.  Appearence  of  perineal  area  after  surgical  procedure  was 
completed 


Discussion 

Complete  rectal  prolapse  (procidentia)  is  an  uncom- 
mon condition  in  which  full  thickness  of  the  rectal  wall 
turns  inside-out,  into  or  through  the  anal  canal.  It  can 
occur  at  any  age,  although  the  peak  incidence  is  between 
sixty  and  seventy  years  of  age  in  women;  in  men  the  age 
distribution  is  constant.  The  female  to  male  ratio  is 
approximately  five  to  one.' 

Various  theories  have  been  proposed  and  recently 
intussLiception  has  been  demonstrated  with  the  use  of 
cineradiography.  Symptoms  vary  from  anorectal  pain, 
constipation,  incontinence,  tenesmus,  bleeding,  pruritus, 
to  obstipation.  The  diagnosis  is  rather  simple  unless  the 
prolapse  remains  in  the  upper  anal  canal,  where  redness 
of  the  anal  mucosa  on  the  anterior  rectal  wall  at  the  6 
to  7cm.  level,  the  so-called  solitary  rectal  ulcer  syndrome, 
will  be  of  diagnosis  significance.^ 

A series  of  anatomic  defects  have  been  described 
accompanying  rectal  prolapse,  including  loose  endopelvic 
fascia,  abnormally  deep  cul-de-sac,  weak  anal  sphincter, 
and  loss  of  the  normal  horizontal  position  of  the  rectum. 

It  is  beyond  the  scope  of  this  paper  to  enter  in  a lengthy 
discussion  of  treatment  modalities.  There  are  over  500 
methods  of  treatment  with  various  success  rates 
described.  Basically,  a rectal  prolapse  can  be  approached 
through  a transabdominal  procedure  (for  good  risk 
patients),  stich  as  those  proposed  by  Ripstein,  Wells. 
Muir,  I rykman,  and  Cioldberg.  For  poor  risk  or  debili- 
tated patients,  ot her  ext ra-abdominal  procedures  such  as 
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transacral  sling  fixation  of  rectum  (Marks  procedure)  or 
perineal  rectosigmoidectomy  (Altemeier  procedure)’  can 
be  performed. 

Our  paper  deals  with  the  very  rare  case  of  a gangrenous 
complete  rectal  prolapse  for  which  we  performed  ampu- 
tation of  the  prolapsed  bowel,  as  in  the  Altemeier 
procedure,  combined  with  a proximal  end  colostomy  and 
a Hartman’s  pouch. 

Strangulation  of  a rectal  prolapse  is  one  of  the  least 
common  complications  of  this  entity.  In  1953  Neve 
presented  a case  of  acute  strangulation  of  a rectal 
prolapse  similar  to  the  one  in  discussion.  Neve  suggested 
that  the  mechanism  was  an  acute  angulation  of  the 
submucosal  veins  followed  by  thrombosis  at  the  level  of 
the  anorectal  ring  where  the  mobile  everted  rectum  met 
the  more  fixed  anal  canal.'* 

The  literature  reviewed  presents  as  the  rarest  complica- 
tion a rupture  of  the  anterior  wall  of  a prolapsed  rectum 
with  protusion  of  one  or  more  loops  of  small  bowel . More 
common  complications  of  this  condition  are  superficial 
infection,  ulceration,  and  severe  hemorrhage  from  rupture 
of  one  of  the  dilated  submucosal  veins  which  occurs  if  the 
prolapse  is  allowed  to  remain  down  and  become 
congested. 

In  view  of  the  small  amount  of  reported  cases  of  this 
entity  in  the  reviewed  medical  literature,  and  since  this  is 
the  first  known  case  of  this  condition  to  be  reported  in  the 
medical  literature  of  Puerto  Rico,  we  feel  that  this  paper 
represents  a worthwhile  addition. 

Conclusion 

Review  of  the  available  literature  has  shown  this 
problem  to  be  rarely  reported,  although  many  colleagues 
report  experience  with  such  a problem.  Ideally,  the 
procedure  to  be  performed  is  a primary  coloanal 
anastomosis,  but  caution  should  be  used  to  recognize  the 
rectosigmoid  intussusceptum  to  prevent  the  occurrence 
of  an  intra-abdominal  anastomosis.  We  therefore 
recommend  in  all  cases  a diverting  colostomy  o prevent 
leaks  and  the  associated  sepsis.  We  identified  one  paper 
in  a foreign  publication  with  a similar  problem  and  it  was 
dealt  with  in  the  manner  described  by  us. 

Resumen:  El  caso  de  un  prolapso  rectal  completo 

gangrenoso  es  presentado.  Se  presenta  también  una 
discusión  de  la  etiología  de  esta  entidad,  al  igual  que  las 
modalidades  de  tratamiento  utilizadas  hoy  en  día. 

En  vísta  del  pequeño  número  de  casos  reportados  de  esta 
entidad  en  la  literatura  médica,  y ya  que  éste  es  el  primer 
caso  con  radiografías  que  se  presenta  en  la  literatura 
médica  de  Puerto  Rico,  creemos  que  esto  representa  una 
meritoria  contribución. 
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In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783)  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 


150 


c 


Case  Presentation 


Primary  Cerebral  Neuroblastoma:  Report  of 
Two  Cases  and  Review  of 
Therapeutic  Guidelines 


José  R.  Santana-Rabell,  MD* 
Marisol  Rodríguez,  MD* 
Erick  Suarez,  MD** 
Nayda  Figueroa,  MD* 
Hernando  Orliz,  MD* 


Abstract:  Brain  tumors  are  the  most  common  solid 

tumors  in  childhood.  The  most  frequent  brain  tumors 
during  childhood  are  medulloblastoma  (30%),  astrocytoma 
(30%),  and  ependymoma  (12%).  Primary  brain  neuroblas- 
toma is  a very  uncommon  disease,  corresponding  to  less 
than  1%  of  all  brain  tumors  in  childhood.  This  is  a report  of 
two  cases  of  primary  cerebral  neuroblastoma  seen  at  the 
Department  of  Radiation  Oncology  of  the  University  of 
Puerto  Rico  during  the  last  15  years  and  a review  of  the 
literature  of  this  uncommon  entity,  described  by  Rubinstein 
in  1966.  We  also  discuss  the  therapeutic  management  of 
this  entity  and  the  response  to  radiotherapy.  The 
management  of  this  tumor  should  be  radical  excision,  when 
possible,  followed  by  post  operative  radiotherapy  to  the 
whole  brain  or  with  wide  margins  to  the  tumor  bed.  The  use 
of  prophylactic  cranioaxis  radiotherapy  and  the  use  of 
chemotherapy  is  not  well  established  and  its  utilization  is 
not  justified  as  a routine  management. 

Brain  tumors  are  the  most  common  solid  tumors  in 
childhood.  In  the  U.S.A.,  they  are  second  only  to 
leukemia,  as  a cause  of  death,  and  kill  more  than  1600 
children  and  young  adults  annually.'  In  Puerto  Rico,  18 
brain  tumors  were  diagnosed  in  1983.^  The  most  common 
brain  tumors  during  childhood  are  medulloblastoma 
(30%),  astrocytoma  (30%),  and  ependymoma  (12%).' 
Primary  brain  neuroblastoma  is  a very  uncommon 
disease,  corresponding  to  less  than  1%  of  all  brain  tumors 
in  childhood.  This  tumor  is  most  common  during  the  first 
decade  of  life.  In  1976,  Horten^  reported  that  85%  of  the 
cases  were  diagnosed  during  the  first  decade  of  life  and 
77%  appeared  during  the  first  five  years  of  age.  The 
symptoms  and  signs,  accompanying  the  disease,  seem  to 
be  related  to  increased  intracranial  pressure. 

This  tumor  can  be  distinguished  from  medullo- 
blastoma, poorly  differentiated  oligodendroglioma  or 
sarcoma.  It  is  important  to  exclude  metastatic  neuro- 
blastoma and  ethesioneuroblastoma  to  be  sure  of  the 


From  the  Department  of  Radiation  Oncology  (*)  and  Pathology  (**). 
Medical  Sciences  Campus.  University  of  Puerto  Rico,  Rio  Piedras,  Puerto 
Rico 

This  article  was  presented  at  the  8th  Annual  Research  Week.  Medical 
Sciences  Campus,  University  of  Puerto  Rico.  September  1986,  No.  A-69 


cerebral  origin.  They  are  highly  cellular  tumors  with 
scant  connective  tissue  stroma.  Homer  Wright  rosettes 
are  frequently  observed.  Some  cases  also  can  demons- 
trate mature  ganglion  cells.  The  nucleus  is  spheroidal, 
hyperchromatic  with  pale  vessiculated  nucleoplasm  and 
small  nucleolus. 

This  is  a report  of  two  cases  of  primary  cerebral  neuro- 
blastoma seen  at  the  Department  of  Radiation  Oncology 
of  the  University  of  Puerto  Rico  during  the  last  15  years. 

Case  Report 

Case  1: 

A four  years  old  boy  who  was  asymptomatic  until 
September  1981,  when  he  developed  ataxia,  imbalance, 
and  involuntary  movements.  A CT  scan  revealed  a right 
parietal  lobe  mass.  He  was  admitted  to  the  University 
Children  Hospital,  and  on  October  26,  1981,  a right 
parietal  craniotomy  was  carried  out.  The  right  parietal 
tumor  was  grossly  totally  removed.  The  histopathological 
diagnosis  was  confirmed  as  reuroblastoma.  Three 
sequential  spinal  taps  were  reported  as  negative.  A work- 
up to  exclude  the  possibility  of  metastasis  from  a primary 
tumor  elsewhere  in  the  body,  included:  VMA,  x-rays  of 
the  abdomen  and  bones,  spinal  taps,  bone  marrow, 
ophthalmological  evaluation,  and  rhinoscopy  were 
reported  negative.  The  pathologic  specimen  consisted  of 
multiple  irregular  fragments  of  grayish  tan  firm  tissue, 
with  intersperced  areas  of  necrosis  and  hemorrhage, 
which  measured  6.0cm  in  greatest  dimension.  Histopa- 
thologic findings  of  irregular  clusters  and  trabeculae  of 
small,  round  or  ovoid  cells,  with  scanty  cytoplasm,  as 
well  as  multifocal  calcifications  and  necrosis,  were 
diagnosed  as  neuroblastoma  (Figure  1). 

He  received  post  operative  radiotherapy  to  a total 
dose  of  3000  rad  to  the  whole  brain,  followed  by  500  rad 
to  the  tumor  bed.  The  spinal  cord  was  not  prophylacti- 
cally  irradiated.  The  patient  had  very  good  response. 

The  patient  was  totally  asymptomatic  until  August 
1985,  when  a routine  follow  up  CT  scan  was  ordered  and 
a right  parietal  mass  was  reported.  A second  craniotomy 
was  carried  out  on  August  15,  1985,  with  gross  tumor 
removal.  The  histopathological  diagnosis  was  again 
reported  as  neuroblastoma.  Sequential  spinal  taps  were 
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negative.  At  this  time,  he  received  radiotherapy  to  a total 
dose  of  2400  rad  to  the  whole  brain.  As  of  June  1986,  the 
patient  was  stable  and  with  no  evidence  of  recurrence. 
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Figure  1.  Interface  between  neuroblastoma  and  normal  brain.  Histologic 
finding  shows  area  of  small,  round  or  avoid  cells,  with  scanty  cytoplasm,  as 
well  as  multifocal  calcifications. 


Case  2: 

A four  years  old  girl,  asymptomatic  until  July  1985, 
when  she  developed  headaches,  vomiting  and  fainting. 
On  August  14,  1985,  papilledema  was  observed  and  the 
patient  was  admitted  to  the  University  Children’s 
Hospital.  A CT  scan  revealed  a left  frontal  lobe  mass,  a 
craniotomy  was  carried  out  on  August  17,  1985,  a left 
parietal  tumor  was  found  and  a subtotal  resection  was 
made.  The  histopathological  specimen  consisted  of 
multiple  grayish  tan,  semifirm  tissue,  fragments  with 
small  areas  of  necrosis,  measuring  4.0cm  in  greatest 
dimension.  Microscopic  sections  depicted  clusters  and 
trabeculae  of  neoplastic  cells  intermixed  with  areas  of 


Figure.  2.  Neuroblastoma  cells,  high  power  view  x 400.  they  are  highly 
cellular  tumors  with  scant  connective  tissue  stroma.  Homer  Wright 
rosettes  are  frequently  observed. 


necrosis  and  multifocal  microscopic  calcifications.  The 
cells  presented  ovoid  or  spherical  nucleus  with  scanty 
cytoplasm  (Figure  2).  The  tumor  was  diagnosed  as 
medulloblastoma.  Three  sequential  spinal  taps  and  a 
myelogram  were  reported  as  negative.  A work-up  was 
made  to  exclude  the  possibility  of  metastasis  of  a primary 
tumor  elsewhere,  including:  VMA,  x-rays  of  the 
abdomen  and  bones,  spinal  tap,  bone  marrow,  ophthal- 
mological  evaluation,  and  rhinoscopy,  all  reported 
negative. 

She  received  post  operative  radiotherapy  up  to  a total 
dose  of  4000  rad  to  the  whole  brain,  followed  by  720  rad 
to  the  tumor  bed.  The  spinal  cord  was  not  prophylacti- 
cally  irradiated.  The  patient  has  been  doing  well  after 
radiotherapy  and  the  follow-up  CT  scan  showed  no 
evidence  of  tumor. 


Discussion 

In  1976,  Horten  and  Rubinstein^  reported  35  cases  of 
primary  cerebral  neuroblastoma  and  characterized  this 
tumor  as  a distinct  clinicopathologic  entity.  They 
described  the  tumor  as  originating  from  ganglion  cells. 
They  fov.d  that  85%  of  the  tumors  presented  during  the 
first  decade  of  life,  with  no  sex  predilection,  but  with 
predilection  to  the  frontal  and  parietal  lobes.  They 
reported  a 57%  recurrence  rate  after  tumor  removal.  This 
high  recurrence  rate  was  explained  due  to  the  fact  that 
only  12  of  the  35  cases  received  adjuvant  radiotherapy.  Of 
the  35  patients,  12  were  alive  at  the  time  of  the  report. 

In  1983,  Berger,  et  al,‘'  reported  1 1 additional  cases.  All 
patients  underwent  craniotomy,  two  with  total  removal 
and  nine  with  partial  removal  of  the  tumor.  All  the 
patients  received  post  operative  radiotherapy;  nine 
received  local  radiotherapy  with  wide  margins  to  the 
tumor  bed,  and  two  with  cranioaxis  irradiation.  The 
mean  dose  was  5236  rad.  One  patient  also  received 
chemotherapy.  Four  of  the  1 1 patients  had  tumor  recur- 
rence. There  are  seven  patients  alive  with  no  evidence  of 
recurrence  and  two  alive  after  recurrent  disease  and 
treated  with  additional  surgery,  radiotherapy  and/or 
chemotherapy. 

In  1984,  Bennett  and  Rubinstein  updated  the  1976 
series.^  They  reported  35  additional  cases,  30  of  them 
received  post  operative  radiotherapy  directed  to  the 
tumor  bed,  whole  brain  or  cranioaxis.  The  overall  three 
year  survival  was  60%.  The  survival  time  and  interval 
before  recurrence  seem  to  be  related  to  the  age  at 
diagnosis.® 

The  incidence  of  primary  cerebral  neuroblastoma  is 
very  low.  Prior  to  1976,  it  was  not  fully  described. 
Between  1927  and  1974  several  authors’»  *»  ’ described 
some  features  of  this  tumor.  This  experience  was 
reviewed  by  Horten  and  Rubinstein’  and  found  12 
additional  cases,  which  were  true  primary  cerebral  neuro- 
blastomas. 

During  the  recent  years  there  were  reported  five 
additional  cases  of  primary  cerebral  neuroblas- 
toma.” 

In  summary,  primary  cerebral  neuroblastoma  is  an 
uncommon  tumor  with  predilection  to  the  fronto  parietal 
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lobes.  It  could  be  distinguished  from  peripheral  neuro- 
blastoma because  it  does  not  increase  the  levels  of 
catecholamines  or  their  metabolites  in  urine  or  blood. 
The  manage.ment  should  be  radical  excision  when 
possible,  followed  by  post  operative  radiotherapy  to  the 
whole  brain  or  with  wide  margins  to  the  tumor  bed.  The 
use  of  prophylactic  cranioaxis  radiotherapy  is  not 
justified.  The  role  of  chemotherapy  is  not  well  established 
and  its  utilization  is  not  Justified  as  a routine 
management. 


Resumen:  Los  tumores  del  sistema  nervioso  central 

representan  el  tumor  sólido  más  común  en  la  edad  pediá- 
trica, sin  embargo  los  neuroblastomas  primarios  del  sistema 
nervioso  central  son  raros,  correspondiendo  al  1%  de 
todos  los  tumores  del  cerebro.  Este  tumor  es  más  común 
durante  la  primera  década  de  vida.  Este  tumor  es  altamente 
celular  y frecuentemente  forma  rosetas  tipo  Homer 
Wright.  El  presente  artículo  es  la  revisión  de  dos  casos 
diagnosticados  en  el  Departamento  de  Radioterapia  de  la 
Universidad  de  Puerto  Rico.  Luego  de  revisar  la  literatura 
médica  podemos  concluir  que  el  tratamiento  de  este  raro 
tumor  debe  ser  excisión  radical  del  tumor,  de  ser  posible, 
seguido  de  radioterapia  post  operatoria  al  sistema  nervioso 
central.  De  acuerdo  a la  literatura  médica  no  se  justifica  la 
irradiación  profiláctica  a la  columna  vertebral  ni  la 
administración  de  quimioterapia. 
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Sinusoidal  Fetal  Heart  Rate  Pattern 


Alberto  De  la  Vega,  MD 
Francisco  Gaudier,  MD 
Manuel  Rivera  Alsina,  MD,  FACOG 


A 24  year  old  primigrávida  came  to  the  Obstetrical 
emergency  room  at  36  weeks  of  gestation.  She  had 
an  uncomplicated  prenatal  course  until  her  last  visit, 
when  found  with  hypertension,  marked  non-dependent 
edema  of  face  and  extremities,  3+  proteinuria,  and 
excesive  weight  gain.  In  view  of  these  findings  she  was 
admitted  to  the  labor  and  delivery  unit  with  a 
presumptive  diagnosis  of  preeclampsia.  Physical  exa- 
mination showed  a blood  pressure  of  160/114  mmHg, 
heart  rate  of  90  per  minute,  respiratory  rate  of  22  per 
minute,  and  a temperature  of  36.8  degrees  centigrade. 
There  was  marked  swelling  of  the  eyelids,  hands,  and 
legs.  Findings  on  fundoscopic,  pulmonary,  cardiac,  and 
neurologic  evaluations  were  normal.  The  abdomen  was 
gravid  with  a 34  centimeter  fundus,  a fetus  in  cephalic 
presentation  with  regular  heart  tones  heard  over  the  left 
lower  quadrant  at  154  beats  per  minute  and  palpable 
uterine  contractions.  On  pelvic  examination  her  cervix 
was  two  centimeter  dilated,  75%  effaced,  with  a fetus  in 
vertex  presentation,  at-1  station,  and  intact  membranes. 
In  view  of  an  estimated  fetal  weight  of  2,500  grams  and 


uncontrolled  hypertension,  induction  of  labor  was 
started.  An  oxytocin  infusion  was  increased  in  a step-wise 
fashion  until  a pattern  of  regular  uterine  contractions  was 
achieved,  at  eight  mili-International  units  per  minute, 
while  on  external  electronic  fetal  monitoring  (EFM)  (see 
figure  1). 

The  above  mentioned  recording  demonstrated  a 
baseline  fetal  heart  rate  of  155  beasts  per  minute,  with 
normal  variability  and  no  periodic  changes.  There  were 
four  uterine  contractions  in  every  ten  minute  interval. 
About  50  minutes  after  the  above  pattern  a different  fetal 
heart  pattern  was  observed  (see  figure  2). 

In  view  of  this  suspicious  deceleration  an  amniotomy 
was  performed,  through  a two  to  three  centimeter  dilated 
and  well  effaced  cervix.  Clear  amniotic  fluid  was 
observed.  A fetal  scalp  electrode  was  applied  and 
immediately  after  this  the  following  pattern  was 
evidenced  (see  figure  3).  Oxytocin  administration  was 
stopped,  maternal  intravascular  volume  was  expanded 
with  crystaloids,  and  the  patient  was  placed  in  the  left 
lateral  decubitus  position,  without  improvement  of  the 


Figure  1.  Fetal  heart  rate  (FHR)  tracing  produced  with  a Doppler  transducer  and  an  external  tocodynamometer  (external 
monitoring).  There  are  no  periodic  changes  of  the  FHR,  otherwise  no  abnormality  is  detected. 


fetal  heart  rate  pattern.  While  preparations  for  a fetal 
scalp  pH  sampling  were  done  the  patient  started  bleeding 
r n , , /•  j ^ ; t!  ■ , throught  the  cervical  os,  and  the  following  pattern  was 

Hospital,  University  of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  observed  (see  figure  4).  Apt  test  for  this  bloody  discharge 

Rico  was  positive  for  maternal  blood. 


154 


Sinusoidal  Fetal  Heart  Rate  Pattern 


Bol.  Asoc.  Med  P.  Rico  - Abril  1987 


u«0 


Figure  2.  FHR  tracing  by  external  monitoring  showing  a decreased  long  term  heart  rate  variability  and  an  isolated-reflex- 
mediated-late  deseleration. 
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Figure  3.  The  patient  is  being  monitored  with  an  internal  fetal  scalp  electrode  and  an  external  tocodynamometer.  There  is 
loss  of  FHR  variability  with  repetitive  hypoxic  (late)  decelerations. 


Figure  4.  Intrapartum  sinusoidal  fetal  heart  pattern.  Delivery  was  performed  inmediately  by  cesarean  section. 


With  this  findings  the  patient  was  taken  immediately  to 
the  operating  room  and  an  emergency  cesarean  section 
was  performed.  A 2,700  grams  male  was  delivered  with 
Apgar  scores  of  5 and  7,  at  one  and  five  minutes  respec- 
tively. A 40%  placental  abruption  was  identified. 


Umbilical  artery  blood  analysis  revealed  a pH  of  7.19, 
PCO2  of  32.5  mmHg,  POj  of  24.9  mmHg,  bicarbonate  of 
12.1  meg/L  and  base  excess  of  -14.6.  Neonatal  hema- 
tocrit was  35%. 
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Discussion 

The  above  fetal  heart  tracing  represents  an  example  of 
a sinusoidal  pattern.  This  is  defined  generally  as  an 
ondulating  pattern  resembling  a sine  wave  with  an 
oscilation  amplitude  of  5 to  15  beats  per  minute  (BPM), 
and  a frecuency  of  2 to  5 per  minute  lasting  2 to  10 
minutes.'  It  is  associated  with  increased  long-term^  and 
fixed  or  flat  short  term  variability.  This  FHR  pattern  was 
originaly  described  by  F.  Kublin  in  1972,  and  has  been 
associated  with  a very  poor  neonatel  outcome.^ 

Sinusoidal  patterns  are  associated  with  severe  fetal 
anemia  and  hypoxia  (see  table  I),  in  an  otherwise  normal 
fetus  with  intrapartum  maternal  administration  of  the 
narcotic  alphaprodine  (Nisentil).  Although  the  precise 
pathophysiology  of  this  unussual  FHR  pattern  is 
unknown,  it  is  supposed  to  be  caused  by  fetal  hypoxia 
induced  by  severe  anemia.^  The  abnormal  oscilation 
amplitude  and  the  loss  of  variability  are  probably  due  to  a 
disruption  of  the  normal  neural  regulatory  mechanisms 
secondary  to  a hypoxic  central  nervous  system  insult.'* 
Only  when  associated  with  maternal  administration  of 
alphaprodine  has  this  pattern  been  related  to  a normal 
perinatal  outcome. 


TABLE  I 


Conditions  Associated  with  a Sinusoidal  Fetal  Heart  Rate  Pattern 


Rhesus  isoimmunization 
Following  intrauterine  transfusion 
Fetal  hemorrhage 
Feto-maternal  bleeding 
Prematurity 
Congenital  anomalies 


In  some  cases  a normal  tracing  can  be  misdiagnosed  as 
a sinusoidal  pattern,  leading  to  an  inappropriate  inter- 
vention, but  the  distinguishing  feature  is  that  of  high 
amplitude,  long  term  variability  in  the  absence  of  short 
term  variability.^ 

When  a sinusoidal  pattern  is  found  several  actions 
must  be  taken  in  order  to  improve  the  utero-placental 
perfusion  and  fetal  oxigenation  increasing  the  intra- 
vascular volume,  this  is  accomplished  by  oxygen 
administration,  and  by  changes  in  maternal  position.  If 
the  pattern  persists,  fetal  scalp  sampling  for  pH  and 
hematocrit  determination,  if  available,  should  be  per- 
formed. Sonographic  evaluation  of  the  fetus  is  indicated 
to  exclude  signs  of  congestive  heart  failure  or  congenital 
anomalies,  and  to  determine  biophysical  indexes  for  a 
better  asessment  of  fetal  well  being. 

In  conclusion,  with  its  associated  high  fetal  morbidity 
and  mortality,  the  presence  of  a sinusoidal  heart  rate 
pattern  implies  severe  fetal  compromise  and  impending 
death,  except  in  cases  associated  with  alphaprodine 
administration.^  Since  the  facilities  to  perform  scalp  pH 
determinations  are  not  always  readily  available,  prompt 
delivery  is  indicated,  specially  if  associated  with  other 
signs  of  fetal  compromise. 
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Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!"  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREA/IARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARDM® 

(Conjugated  Estrogens  Tablets) 


PREMARIN® 

(Conjugated  Estrogens) 


0.3  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg/ 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN’  Brand  ol  conjugated  eitrogens  tableta,  USP 

PREMARIN’  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  Independent  case  control  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  indepen- 
dent ol  the  other  known  risk  tactors  lor  endometrial  cancer  These  studies  are  lurther  supported  by  the 
linding  that  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dillerent  areas 

01  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  or  esirogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  ot  these  tindings . when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration;  it 
theretore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ot  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  lemale  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  ottspnng  It  has  been  shown  that  temales  exposed  in  útero  lo  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  ot  developing  in  later  lite  a torm  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (Irom  30%  to  90%)  have  been  tound  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb  reduction  detects  One  case  control  study  estimated 
a 4 7-told  increased  risk  ot  limb  reduction  delects  in  inlants  exposed  in  útero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  tor  threatened  abortion) 
Some  ot  these  exposures  were  very  short  and  involved  only  a lew  days  ol  treatment  The  data  suggest  that 
the  risk  ot  limb  reduction  delects  in  exposed  tetuses  is  somewhat  less  than  1 per  1 .000.  In  the  past,  temale 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  ot  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  inettective  tor  these  indications,  and  there  is  no  evidence  trom 
well  controlled  studies  that  progestogens  are  etfective  tor  these  uses.  It  PREMARIN  is  used  during 
pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  ol  the  potential 
rislú  to  the  letus.  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  esirogens.  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  Irom  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  ol  17a-estradiol. 
equilenin.  and  t7a-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0.3  mg.  0.625  mg.  0 9 
mg.  1.25  mg.  and  2 5 mg  strengths  ol  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ettective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Otieoporoils  (abnormally  low  bone  matt).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  ettective  dose  appropriate  tor  the  specitic  indication  should  be  utilized 
Studies  ot  the  addition  ot  a progestin  tor  7 or  more  days  ot  a cycle  ot  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the  endometrium 
suggest  that  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  trom  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  ot 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ot  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  ettects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ot  the  tollowing  conditions:  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboemboiic  disorders 
6 A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  ot  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  ot  carcinoma  ot  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satistactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
ot  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  lor  caution  in  prescribing 
estrogens  lor  women  with  a strong  lamily  history  ot  breast  cancer  or  who  have  breast  nodules,  tibroiystic 
disease,  or  abnormal  mammograms  A recent  stuiiy  has  reported  a 2-  to  3-told  increase  in  the  risk  ot  surgically 
contirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  ettects  ol  oral  contraceptives  may  be  expected  at  the  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptrves  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  intarction  Cases  ot  retinal  thrombosis , mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  It  teasible.  estrogen  should  be  discontinued  at  least  4 weeks  belore 
surgery  ol  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  ot  such  disorders  rn  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  ot  nontatal  myocardial  intarction.  pulmonary  embolism  and  thrombophlebitis.  When  doses  ol  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  ettects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass . or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ot  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  caretully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physicaf  examination  and  a complete  medical  and  tamily  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reterence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  pertormed  Conditions  intluenced  by  tiuid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dyslunction.  require  caretui  observation  Certain  patients  may 
develop  manitestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia.  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ot  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  In 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X:  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
Reduced  serum  folate  concentration 

Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  tollowing  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  ol  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  chofestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  of 
scalp  hair;  hirsutism:  steepening  ot  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava- 
tion ol  porphyria:  edema:  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  eatrogens  tablets.  USP 

t . Given  cyclically  lor  short-term  use  only  For  treatment  ot  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  t . 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  snould  be  cyclic  (eg.  three  weeks  on  and  one  week  ott)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  rfosage  to  lowest  level  that 
will  provide  ettective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  ott). 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  ot  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrojieni  Vaginal  Cream 

Given  cyclically  lor  short-lerm  use  only.  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  iowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-lo-six  month  intervals 
Usual  dosage  range:  2 to  4 g daily,  intravaginally.  depending  on  the  severity  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Aglutininas  Febriles 
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Manuel  A.  Marcial,  Ml),  FCAP 


Aglutininas  febriles  es  el  término  por  el  cual  se 
conoce  a una  batería  de  pruebas  de  laboratorio 
que  se  han  usado  en  el  cernimiento  de  casos  de  fiebres 
entéricas  o de  origen  desconocido. 

Las  pruebas  consisten  en  utilizar  una  suspensión 
comercial  de  antígenos  bacterianos  para  identificar  anti- 
cuerpos algutinantes  en  el  suero  del  paciente  infectado 
por  una  serie  de  microorganismos  que,  cuando  infectan 
al  ser  humano,  producen  un  cuadro  febril.  Los  más 
comunmente  evaluados  incluyen  los  antígenos  somáticos 
(O)  y flagelares  (H)  del  género  Salmonella  y los  antígenos 
de  Proteus  0X19,  Brucella  abortus  y de  Francisella 
tularensis.  Mediante  el  uso  de  antígenos  del  género 
salmonella  se  intenta  la  identificación  no  solo  de 
infecciones  por  Salmonella  typhi  (prueba  de  Widal  para 
fiebre  tifoidea),  sino  también  de  infecciones  por 
Salmonella  enteritidis.  El  antígeno  proveniente  del 
Proteus  vulgaris  0X19  (Weil-Felix)  es  utilizado  para 
identificar  infecciones  por  Rickettsia  prowazekii  (Tifus)  y 
por  Rickettsia  rickettsii  (“Rocky  Mountain  Spotted 
Fever”). 

La  aglutinación  rápida  en  laminilla  se  efectúa  de  la 
siguiente  manera: 

Se  usa  un  gotero  que  dispense  0.03  mi.  del  antígeno  y se 
vierte  dicha  cantidad  en  cada  cuadrado  de  3.8  cm.de  una 
placa  de  cristal.  Usando  una  pipeta  serológica  de  0.2  mi. 
se  dispensa  0.08,  0.04,  0.2, 0.01, 0.005  y 0.002  mi.  de  suero 
del  paciente  en  cada  cuadrado.  Luego  se  mezclan  ambas 
gotas,  antígeno  y suero,  para  determinar  reacción  de 
aglutinación.  Los  hallazgos  obtenidos  se  expresarían  de 
la  siguiente  manera: 


Suero 

Dilución 

Antígeno  I 

Antígeno  II  Antígeno  III 

0.08 

1:20 

+-1-++ 

++++ 

-h++-f 

0.04 

1:40 

0.02 

1:80 

++ 

0.01 

1:160 

+++•+ 

++ 

-f 

0.005 

1:320 

+++ 

+ 

- 

0.002 

1:640 

++ 

- 

- 

Ponderación  de  Grados  de  Aglutinación: 


Aglutinación  completa 

100% 

Aglutinación  parcial 

75% 

-f-f+ 

Aglutinación  parcial 

+-t- 

Aglutinación  parcial 

25% 

-1- 

Aglutinación  negativa 

0% 

- 

Hospital  Universitario  Dr.  Ramón  Raíz  Arnau.  Escuela  de  Medicina. 
Universidad  Centra!  del  Caribe,  Bayamón  y Hospital  San  Rafael,  Capuas 


Resutados 

El  punto  final  de  reactividad  es  aquélque  indique  una 
reacción  de  dos  cruces  (++)  y corresponderá  a la  dilución 
máxima  del  suero  que  permitirá  una  reacción  de  agluti- 
nación significativa  para  el  antigeno  evaluado.  En  el 
ejemplo  anterior  los  resultados  a informarse  serían: 

Antígeno  I 1:640 

Antígeno  11  1 : 160 

Antígeno  111  1:80 

La  ejecución  de  este  procedimiento  está  sujeta  a 
muchos  errores  de  precisión.  En  adición,  hay  muchos 
problemas  inherentes  en  las  pruebas  de  aglutinación  que, 
al  afectar  la  sensitividad  y especificidad  del  análisis, 
limitan  grandemente  su  valor  diagnóstico. 

La  sensitividad  de  las  pruebas  (la  probabilidad  que  la 
prueba  sea  positiva  en  el  enfermo)  es  usualmente  pobre. 
Esto  se  debe  a que  muchos  de  los  pacientes  no  desarrollan 
títulos  de  anticuerpos  aglutinantes  suficientemente 
elevados  para  ser  detectados  o los  desarrollan  tarde  en  el 
proceso  infeccioso. 

En  los  países  desarrollados  el  porciento  de  pacientes 
con  fiebre  tifoidea  documentada  por  cultivo  que  revela 
títulos  positivos  de  aglutininas  febriles  es  muchas  veces 
menor  del  50%.  El  tratamiento  del  paciente  con  antibió- 
ticos también  puede  interferir  con  el  desarrollo  de 
anticuerpos  a niveles  detectables.  En  todos  estos  casos 
tendríamos  resultados  que  interpretaríamos  errónea- 
mente como  negativos  (negativo  falso). 

La  especificidad  de  las  aglutininas  febriles  (la  proba- 
bilidad de  que  la  prueba  sea  negativa  en  un  paciente  que 
no  padezca  de  la  enfermedad)  también  es  pobre. 
Condiciones  causadas  por  agentes  infecciosos  diferentes  a 
los  investigados  pueden  dar  lugar  a la  producción  de 
aglutininas  que  reaccionen  con  los  antígenos  bacterianos 
del  panel  (reacción  cruzada).  Por  ejemplo,  prueba  falsa 
positiva  para  Salmonelosisen  pacientescon  infección  por 
otra  bacteria  del  grupo  de  las  Enterohacteriaceae. 

De  igual  manera,  pacientes  con  niveles  elevados  de 
anticuerpos  por  infección  previa  o por  vacunación, 
pueden  dar  positivo  falso.  El  reconocer  esta  posibilidad 
es  de  suma  importancia  si  estamos  evaluando  una 
población  donde  la  enfermedad  es  endémica. 

Es  por  estas  razones  que  las  aglutininas  febriles  no  se 
consideran  como  una  prueba  de  gran  valor  diagnóstico. 
Se  pueden  usar  como  una  prueba  confirmatoria  siempre 
y cuando  se  determine  un  aumento  de  los  títulos  de 
anticuerpos  aglutinantes  en  muestras  subsiguientes. 
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Debido  a los  problemas  de  precisión  de  la  prueba  se 
recomienda  que  el  análisis  de  la  muestra  del  período 
agudo  del  convalesciente  se  hagan  simultáneamente  y 
por  el  mismo  analista,  utilizando  los  mismos  reactivos. 

En  nuestro  medio  ambiente  la  incidencia  de  infeccio- 
nes por  Brucella  abaras  es  mínima  y aquéllas  por 
Franciscella  tularensis  y por  Rickettsias  son  inexistentes. 
Por  lo  tanto  la  utilidad  de  la  prueba  de  las  aglutininas 
febriles  que  comúnmente  informan  los  laboratorios 
clínicos  en  Puerto  Rico  prácticamente  se  limitan  a la 
Salmonelosis.  A la  luz  de  la  importancia  arriba  men- 
cionada, de  demostrar  una  elevación  en  títulos  de 
anticuerpos  aglutinantes  se  puede  concluir  que  la 
requisición  de  esta  prueba  como  una  determinación 
inmediata  a nivel  de  sala  de  emergencia  no  tiene  ninguna 
utilidad.  Lógicamente,  existiendo  métodos  de  cultivo 
para  el  diagnóstico  definitivo  de  Salmonelosis,  de  mayor 
eficiencia  y a menor  costo,  no  se  justifica  la  utilización  de 
una  prueba  de  tan  pobre  sensitividad  y especificidad 
como  las  aglutininas  febriles. 

Se  puede  concluir  que  por  su  pobre  eficiencia  como 
prueba  diagnóstica,  las  aglutininas  febriles  no  forman 
parte  del  perfil  de  pruebas  que  ofrecemos  en  nuestro 
laboratorio  ni  que  recomendamos  rutinariamente  para  la 
evaluación  de  cuadros  febriles. 
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¿Podemos  estar  asegurados 
sin  pertenecer  a un  grupo? 


Para  disfrutar  de  los  servicios  de  Triple-S,  no  es  requisito  pertenecer 
a un  grupo.  Nuestro  sistema  de  PAGO  DIRECTO  te  permite  a ti  y a tu  familia 
unirse  individualmente  a la  gente  segura  que,  año  tras  año  reciben  lo  mejor 
de  nosotros:  los  servicios  de  Triple-S,  con  la  tarjeta  que  te  ofrece  libre 
selección  a: 

• La  mayoría  de  ios  médicos  y dentistas  de  Puerto  Rico. 

• Todos  los  hospitales  de  Puerto  Rico. 

• Laboratorios  y salas  de  emergencia  en  toda  la  Isla. 

Y Triple-S  te  ofrece  variedad  de  opciones  y cubierta  dental. 

Tú  escoges  el  plan  a la  medida  de  tus  necesidades  y la  de  los  tuyos. 

¡Seguro  que  sí! 

Visítanos  o llámanos. 

• San  Juan  - Ponce  de  León  431  - 753-7550/765-8020 

• Ponce  - Cond.  El  Embajador,  Ave.  Mostos, 

Esq.  Ramón  Power  - 843-2055 

• Mayagüez  - Calle  Meditación  #53  - 833-4933 

• Arecibo  - Calle  Gautier  Benitez  #55  - 879-4776 


Triple-S  te  da.  seguridad 

Seguros  de  Servicio  de  Salud  de  Puerto  Rico,  Inc. 

Miembro  Blue  Shield  Association 


LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Aptitud  Física  y Ejercicio  en  Puerto  Rico: 
Progreso  hacia  ios  Objetivos  Nacionales  de 
Salud  para  1990  (XIII) 

José  G.  Rigau  Pérez,  MD,  FAAP 


Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  publicó  unos  objetivos  para  el  mejora- 
miento de  la  salud  de  los  habitantes  del  país  en  los  próximos 
diez  años.  Once  objetivos  nacionales  de  salud  para  1990  se 
refieren  a aptitud  física  y ejercicio,  y ninguno  está  conse- 
guido en  Puerto  Rico.  Tres  objetivos  están  bajo  estudio  o 
siendo  perseguidos  (la  proporción  de  niños  y adolescentes 
de  10  a 17  años  de  edad  que  participa  en  programas 
escolares  diarios  de  educación  física  debe  ser  mayor  de 
60%;  se  debe  establecer  una  metodología  para  evaluar  la 
aptitud  física  de  los  niños,  con  por  lo  menos  70%  de  los 
jóvenes  de  10  a 17  años  de  edad  participando  en  esa 
evaluación;  debe  haber  datos  disponibles  para  evaluar  los 
efectos  de  la  participación  en  programas  de  actividad  física 
apropiada).  No  hay  información  para  evaluar  la  situación 
en  Puerto  Rico  respecto  a los  ocho  objetivos  restantes:  la 
proporción  de  jóvenes  de  10  a 17  años  de  edad  que  partici- 
pa regularmente  en  actividades  físicas  apropiadas, 
particularmente  programas  de  resistencia  cardiorespírato- 
ria  que  puedan  ser  continuados  en  la  adultez,  debe  ser  mayor 
de  90%;  la  proporción  de  adultos  de  18  a 65  años  de  edad 
que  participa  regularmente  en  ejercicio  físico  vigoroso  debe 
ser  mayor  de  60%;  el  50%  de  los  adultos  de  65  o más  años  de 
edad  debe  estar  envolviéndose  regularmente  en  actividades 
físicas  apropiadas;  la  proporción  de  adultos  que  puede 
identificar  con  exactitud  la  variedad  y duración  de  ejercicio 
que  se  piensa  promueve  más  efectivamente  el  acondicio- 
namiento cardiovascular  debe  ser  mayor  de  70%;  la 
proporción  de  médicos  de  atención  primaria  que  incluye  un 
historial  cuidadoso  sobre  ejercicio  como  parte  de  su  examen 
inicial  de  nuevos  pacientes  debe  ser  mayor  de  50%;  la 
proporción  de  compañías  e instituciones  grandes  que  ofrece 
programas  de  aptitud  física  patrocinados  por  los  patronos 
debe  ser  mayor  del  25%; debe  haber  datos  disponibles  para 
evaluar  los  efectos  de  participación  en  programas  de 
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aptitud  física  sobre  la  ejecutoria  [“performance”]  en  el 
trabajo,  y en  los  costos  de  la  atención  de  la  salud;  debe 
haber  disponibles  datos  para  vigilar  los  patrones  nacionales 
de  participación  en  actividades  físicas  incluyendo  programas 
públicos  de  recreación  en  facilidades  comunitarias.  La 
obtención  de  estos  objetivos  en  Puerto  Rico,  al  igual  que  en 
otros  estados,  exige  la  cooperación  de  diversas  instituciones 
gubernamentales,  privadas,  académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  promulgó 
unas  metas  para  el  mejoramiento  de  la  salud  de  los 
habitantes  del  país  en  los  próximos  diez  años.'  Este 
artículo  presenta  la  situación  actual  en  Puerto  Rico  de  las 
condiciones  y programas  que  se  mencionan  en  los  obje- 
tivos nacionales  relacionados  con  la  aptitud  física  y el 
ejercicio.  Las  metas  de  salud  para  1990  identificaron  los 
siguientes  quince  asuntos  prioritarios:  control  de  la 
hipertensión,  planificación  familiar,  salud  durante  el 
embarazo  y el  primer  año  de  vida,  inmunizaciones, enfer- 
medades de  trasmisión  sexual,  control  de  agentes  tóxicos, 
seguridad  y salud  ocupacional,  prevención  de  accidentes 
y control  de  lesiones,  fluoruración  y salud  dental,  vigi- 
lancia y control  de  enfermedades  infecciosas,  el 
tabaquismo  y la  salud,  abuso  de  alcohol  y drogas, 
nutrición,  aptitud  física  y ejercicio,  y control  del  estrés  y 
el  comportamiento  violento.  Dentro  de  cada  área  se 
especificaron  los  objetivos  a alcanzar  para  1990.  Estos 
objetivos  (226  en  total),  planteados  de  manera  mensura- 
bles, se  desarrollaron  en  consulta  con  más  de  quinientos 
expertos  de  los  sectores  público  y privado,  que  represen- 
taban agencias  de  salud  federales,  estatales  y locales, 
grupos  de  consumidores,  organizaciones  de  voluntarios  y 
profesionales  de  salud.  Las  metas  se  establecieron 
tomando  en  cuenta  las  tendencias  actuales  de  factores 
pertinentes,  tales  como  cambios  demográficos,  estilos  de 
vida  y la  disponibilidad  de  fondos,  y detallando  lo  que  se 
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asumió  ocurriría  con  estos  factores  en  la  década  de  198 1 a 
1990.  Las  metas  no  se  han  establecido  como  una 
responsabilidad  federal;  han  de  alcanzarse  por  los 
esfuerzos  de  toda  la  gama  de  agencias  e instituciones 
públicas  y privadas,  de  personas  y comunidades.  El 
gobierno  federal  se  ve  llamado  a dirigir,  catalizar  y 
respaldar  un  esfuerzo  colectivo  con  móviles  locales,  y 
lleva  a cabo  evaluaciones  periódicas  del  progreso  hacia 
esos  objetivos. 


Métodos 

Las  metas  aquí  comentadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.'  Cada  meta  se  rotuló  “AA”,  o “I”  de 
acuerdo  con  los  siguientes  criterios:  AA  (aparentemente 
alcanzada)  si  la  evidencia  disponible  indica  que  el  estado 
de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hayal  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enfermedad 
o prestación  del  servicio;  I (indocumentada)  si  la 
información  específica  que  estipula  el  objetivo  no  se 
conoce  para  Puerto  Rico. 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  públicas,  pero  no  se 
han  considerado  en  detalle  los  estudios  inéditos  llevados 
a cabo  por  estudiantes  para  llenar  requisitos  de  cursos  o 
de  graduación,  pues  usualmente  son  investigaciones  de 
muestras  muy  pequeñas,  que  producen  conclusiones  de 
aplicabilidad  general  cuestionable. 

Objetivos  para  1990  o antes 
Mejoramiento  del  estado  de  salud 

“El  mejoramiento  de  la  condición  física  puede  contri- 
buir a producir  menores  tasas  de  enfermedades  del 
corazón  y el  pulmón,  posiblemente  menos  lesiones  entre 
los  ancianos,  y,  más  ampliamente,  un  acrecentado 
sentido  de  bienestar  que  puede  reforzar  conductas 
positivas  en  otros  aspectos  del  comportamiento  relacio- 
nados a la  salud.  Sin  embargo,  al  momento  hay  pocos 
objetivos  cuantificables  sobre  el  estado  de  salud  que 
puedan  desarrollarse  en  el  área  de  aptitud  física  y 
ejercicio.”  (Algunos  de  estos  temas  han  sido  tratados  en 
artículos  previos  de  esta  serie).®"* 

Reducción  de  factores  de  riesgo 

a.  “Para  1990,  la  proporción  de  niños  y adolescentes 
de  10  a 17  años  de  edad  que  participa  regularmente  en 
actividades  físicas  apropiadas,  particularmente  progra- 
mas de  resistencia  cardiorespiratoria  que  puedan  ser 
continuados  en  la  adultez,  debe  ser  mayor  de  90%.  (No 
hay  datos  de  referencia  disponibles).”-! 

No  hay  datos  de  referencia  locales  respecto  a lo  que 
propone  este  objetivo.  (Ver  comentarios  al  objetivo  B). 

b.  “Para  1990,  la  proporción  de  niños  y adolescentes 
de  10  a 17  años  de  edad  que  participa  en  programas 
escolares  diarios  de  educación  física  debe  ser  mayor  de 
60%.  (En  1974-75  la  proporción  era  33%).”-P 


Los  currículos  de  nivel  elemental  del  Departamento  de 
Instrucción  Pública  incluyen  clases  de  Educación  Física 
en  todos  los  grados  (primero  a sexto),  de  uno  a tres  días 
por  semana.  En  escuela  intermedia  y superior  se  exige  al 
estudiante  tomar  un  semestre  de  Educación  Física  (clase 
diaria)  en  cada  nivel  de  tres  años  (7°  - 9°,  10°  - 12°).’  Sin 
embargo  el  Departamento  de  Instrucción  no  cuenta  con 
suficientes  maestros  especializados  en  Educación  Física  y 
en  algunos  planteles  estos  cursos  están  supervisados  por 
maestros  de  otras  asignaturas.  En  el  año  escolar  1985-86, 
el  46%  (316,895/685,671)  de  los  estudiantes  de  escuelas 
públicas  estaba  matriculado  en  cursos  de  Educación 
Física  atendidos  por  maestros  de  esa  asignatura.  Los 
porcientos  específicos  por  nivel  educativo  son  56%  en 
escuela  elemental  y 33%  tanto  en  escuela  intermedia 
como  en  superior. No  hay  datos  comparables  sobre  los 
estudiantes  en  las  escuelas  privadas  del  país.  Es  posible 
que  la  situación  respecto  a lo  que  propone  este  objetivo 
cambie  drásticamente  antes  de  1990,  pues  el  Congreso  de 
Estados  Unidos  quiere  estimular  el  que  las  escuelas 
provean  cursos  de  buena  calidad,  diarios,  de  educación 
física  en  los  grados  kinder  a duodécimo.  Una  resolución 
al  efecto  fue  aprobada  por  unanimidad  en  el  Senado 
federal  (“Senate  Concurrent  Resolution  145”,  29  de 
septiembre  de  1986),  y está  siendo  estudiada  por  la 
Cámara. 

c.  “Para  1990,  la  proporción  de  adultos  de  1 8 a 65  años 
de  edad  que  participa  regularmente  en  ejercicio  físico 
vigoroso  debe  ser  mayor  de  60%.  (En  1978  la  proporción 
que  regularmente  ejercita  se  estimó  ser  mayor  de  35%.)”-! 

No  hay  datos  de  referencia  locales  respecto  a lo  que 
proponen  éste  y los  próximos  cuatro  objetivos.  El  estudio 
epidemiológico  de  factores  de  riesgo  para  cardiopatía 
coronaria  en  Puerto  Rico  examinó  9,824  hombres  de 
áreas  rurales  y urbanas  del  noreste  de  la  isla,  de  45  a 64 
años  de  edad  en  1965,  y los  examinó  seriadamente  por 
casi  dos  décadas.  La  actividad  física  de  los  participantes 
se  midió  de  manera  diferente  a lo  que  expresa  este 
objetivo,  pero  se  encontró  que  casi  el  50% de  los  hombres 
de  área  rural  llevaba  a cabo  actividades  físicas  vigorosas 
(como  cavar  con  pala  o cortar  caña)  por  lo  menos  dos 
horas  por  semana,  mientras  que  sólo  10-20%  de  los  de 
área  urbana  tenía  este  nivel  de  ejercicio.  Después  de  ocho 
años  de  seguimiento  se  encontró  que  a mayor  nivel  de 
actividad  física  había  menor  incidencia  de  enfermedad 
coronaria,  pero  los  autores  indicaron  que  este  hallazgo 
refleja  probablemente  un  patrón  de  actividad  constante  a 
lo  largo  de  la  vida,  y no  un  aumento  reciente  en  el  nivel  de 
ejercicio.” 

d.  “Para  1990,  el  50%  de  los  adultos  de  65  o más  años 
de  edad  debe  estar  envolviéndose  regularmente  en  activi- 
dades físicas  apropiadas,  por  ejemplo  caminatas,  nata- 
ción u otra  actividad  aeróbica  llevada  a cabo  regu- 
larmente. (En  1975,  cerca  del  36%  hacía  ejercicio 
caminando  regularmente.)”-! 

El  Programa  de  Recreación  Adaptada  del  Departa- 
mento de  Recreación  y Deportes  de  Puerto  Rico  provee 
servicio  a los  asistentes  a Centros  de  Envejecientes  en  la 
isla  mediante  el  entrenamiento  de  dos  representantes  de 
cada  Centro,  que  entonces  se  convierten  en  entrenadores 
de  5 personas  en  su  Centro.  Estos  adiestramientos 
comenzaron  en  1986  y ya  han  graduado  cerca  de  200 
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envejecientes,  mediante  un  programa  de  10  semanas 
sobre  cómo  hacer  ejercicios  aeróbicos  (caminatas), 
ejercicios  de  flexión  y acondicionamiento  y ejercicios 
para  aumentar  fuerza  y tono  muscular.  Se  educa  a los 
entrenados  sobre  la  importancia  de  ejercitarse  siguiendo 
las  fases  de  calentamiento,  actividad  y enfriamiento,  y 
sobre  cómo  regular  la  intensidad  del  ejercicio,  dejándose 
llevar  por  el  pulso,  o ritmo  cardíaco.  El  Programa  ha 
tenido  buena  aceptación  y hay  planes  de  expandirlo  para 
que  beneficie  más  áreas  y más  participantes.'^ 

e.  “Para  1990,  la  proporción  de  adultos  que  puede 
identificar  con  exactitud  la  variedad  y duración  de 
ejercicio  que  se  piensa  promueve  más  efectivamente  el 
acondicionamiento  cardiovascular  debe  ser  mayor  de 
70%.  (No  hay  datos  de  referencia  disponible).” — I 

Mayor  concíentización  pública  y profesional 

e.  “Para  1990,  la  proporción  de  adultos  que  puede 
identificar  con  exactitud  la  variedad  y duración  de 
ejercicio  que  se  piensa  promueve  más  efectivamente  el 
acondicionamiento  cardiovascular  debe  ser  mayor  de 
70%.  (No  hay  datos  de  referencia  disponible).”  — I 

Este  objetivo  pide  que  el  70%  de  los  adultos  sepa  qué 
clase  de  ejercicio  o deporte  cumple  con  los  requisitos  de 
una  actividad  física  vigorosa  que  promueva  el  acondi- 
cionamiento cardiovascular.  Esa  actividad  debe  llevarse 
a cabo  al  menos  tres  veces  en  semana,  y mantenerse  por  lo 
menos  20  minutos  por  ocasión.  Deportes  como  la 
natación  y el  fondismo  usualmente  llenan  estos  requisi- 
tos, pero  otros  deportes  no  (como  béisbol,  boleary  golf).^ 

f.  “Para  1990,  la  proporción  de  médicos  de  atención 
primaria  que  incluye  un  historial  cuidadoso  sobre  ejerci- 
cio como  parte  de  su  examen  inicial  de  nuevos  pacientes 
debe  ser  mayor  de  50%.  (No  hay  datos  de  referencia 
disponibles).”-! 

Un  estudio  recientemente  publicado  que  encuestó 
internistas  jóvenes  de  Estados  Unidos  respecto  a sus 
rutinas  de  consejería  de  ejercicio  a pacientes  encontró  que 
sólo  el  15%  de  estos  médicos  exhortaba  a sus  pacientes 
con  estilo  de  vida  sedentario  a ejercitarse  regularmente.'^ 

Mejoramiento  en  los  servicios  y la  protección 

g.  “Para  1990,  la  proporción  de  compañías  e institu- 
ciones con  más  de  500  empleados,  que  ofrece  programas 
de  aptitud  física  patrocinados  por  los  patronos,  debe  ser 
mayor  del  25%.  (En  1979,  cerca  del  2.5%  de  las 
compañías  tenía  programas  de  aptitud  física  formal- 
mente organizados.)”-! 

Los  programas  de  promoción  de  salud  en  el  lugar  de 
trabajo  pueden  producir  mejorías  considerables  en  la 
condición  física  de  los  participantes.'''  No  hay  datos  de 
referencia  locales  respecto  a lo  que  propone  este  objetivo. 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

h.  “Para  1990,  se  debe  establer  un  método  para 
evaluar  sistemáticamente  la  aptitud  física  de  los  niños, 
con  por  lo  menos  70%  de  los  niños  y adolescentes  de  10  a 
17  años  de  edad  participando  en  esa  evaluación.”-? 

Al  presente  hay  disponibles  varios  métodos  como  el 
que  propone  este  objetivo,  pero  su  aplicación  a los  niños 
y adolescentes  de  Puerto  Rico  no  se  ha  generalizado.^ 
Artículos  recientes  en  este  Boletín  han  presentado  guías 


para  la  evaluación  de  la  condición  física  de  jóvenes  y 
adultos  puertorriqueños,  y otra  publicación  ha  presen- 
tado la  evaluación  de  atletas  del  pais.'^"'*  La  evaluación 
de  una  pequeña  muestra  (no  representativa,  n=359)  de 
jóvenes  saludables  de  5a  Maños  de  edad,  de  clase  media 
y media  alta,  participantes  en  un  campamento  de  verano 
en  1985,  sugiere  que  el  nivel  promedio  de  aptitud  física  de 
esos  niños  era  menor  que  el  de  poblaciones  de  referencia 
comparables  (por  edad  y sexo)  de  Canada  y Estados 
Unidos,  y menor  en  las  hembras  que  en  los  varones.'’  Un 
año  más  tarde  se  evaluaron  los  jóvenes  que  volvieron  a 
participar  en  el  campamento  (1 1 1)  y se  encontró  que  su 
condición  cardiorespiratoria  no  había  mejorado.^" 

i.  “Para  1990,  debe  haber  datos  disponibles  para 
evaluar  los  efectos,  a corto  y largo  plazo,  de  la  parti- 
cipación en  programas  de  actividad  física  apropiada.”-? 

Aunque  se  ha  establecido  que  la  actividad  física 
produce  una  reducción  en  los  riesgos  de  desarrollar 
enfermedad  cardiaca  coronaria,  ayuda  a mantener  el 
peso  deseable,  y a reducir  los  síntomas  de  ansiedad  y 
depresión  leve  o moderada,  es  probable  que  para  1990 
todavía  queden  sin  contestar  preguntas  respecto  a los 
efectos  en  la  salud  (positivos  o adversos)  de  la  actividad 
física.^ 

j.  “Para  1990,  debe  haber  datos  disponibles  para 
evaluar  los  efectos  de  participación  en  programas  de 
aptitud  física  sobre  la  ejecutoria  [“performance]  en  el 
trabajo,  y en  los  costos  de  la  atención  de  la  salud.”-! 

No  hay  datos  de  referencia  respecto  a lo  que  propone 
este  objetivo,  ni  para  Puerto  Rico  ni  para  Estados 
Unidos.^ 

k.  “Para  1990,  debe  haber  disponibles  datos  para 
vigilar  las  tendencias  y los  patrones  nacionales  de  partici- 
pación en  actividades  físicas  incluyendo  programas 
públicos  de  recreación  en  facilidades  comunitarias.”-! 

No  hay  datos  de  referencia  para  Puerto  Rico  respecto  a 
lo  que  propone  este  objetivo. 

Discusión 

El  pueblo  de  Puerto  Rico  expresa  constantemente  su 
entusiasmo  por  los  deportes.  La  proliferación  reciente  de 
gimnasios,  maratones  de  fondismo,  y cursos  de  bailes 
aeróbicos  indica  que  hay  interés  en  el  ejercicio  personal, 
no  solo  en  la  contemplación  de  eventos  deportivos. 
Concomitantemente,  las  instituciones  académicas  y 
gubernamentales  han  desarrollado  programas  para 
estudiar  los  fenómenos  fisiológicos  y psicológicos 
asociados  al  ejercicio,  y para  hacer  más  segura  la  parti- 
pación  del  público  en  estas  actividades.  Ya  se  han  citado 
algunas  de  las  investigaciones  llevadas  a cabo  en  el 
Departamento  de  Educación  Física  y el  Programa  de 
Recreación  Educativa  de  la  Universidad  de  Puerto  Rico. 
La  Universidad  del  Sagrado  Corazón  ha  establecido  un 
programa  de  estudios  conducente  al  grado  de  bachille- 
rato en  ciencias  en  capacitación  física.  La  Universidad 
Interamericana  ha  auspiciado  ponencias  sobre  la 
sicología  del  deporte,  y la  Junta  de  Planificación  ha 
publicado  un  estudio  sobre  “la  recreación  como  instru-’ 
mentó  de  integración  familiar”,  analizando  los  obstáculos 
para  una  mayor  participación  ciudadana  en  actividades 
de  recreación  física. El  Municipio  de  San  Juan, 
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mediante  programas  en  el  Parque  Central,  y el 
Departamento  de  Recreación  y Deportes,  mediante 
parques  y canchas  en  toda  la  isla,  facilitan  la  actividad 
atlética  de  los  ciudadanos  interesados.  La  Asociación  de 
Educación  Física  y Recreación  de  Puerto  Rico  ha 
promovido  la  certificación  (voluntaria)  de  instructores 
de  ejercicios  aeróbicos,  mediante  un  curso  que  incluye 
conceptos  de  anatomía,  fisiología,  la  práctica  de  los 
ejercicios,  resuscitación  cardiopulmonar  y primeros 
auxilios.  Este  curso  se  ha  ofrecido  ya  por  dos  años,  y ha 
resultado  en  la  certificación  de  cerca  de  200  instruc- 
tores.^'' La  misma  Asociación,  y la  Asociación  Médica  de 
Puerto  Rico  han  hecho  ver  la  necesidad  de  asegurar  la 
adecuacidad  del  equipo  y el  entrenamiento  que  proveen 
los  gimnasios  particulares.^^  En  consecuencia,  el  Depar- 
tamento de  Recreación  y Deportes  está  preparando  la 
redacción  de  unas  guías  para  la  certificación  de  estos 
establecimientos.  Los  esfuerzos  para  facilitar  y hacer  más 
segura  la  actividad  física  de  los  deportistas  son,  por 
supuesto,  importantes,  pero  deben  formar  parte  de  un 
esfuerzo  para  promocionar  el  ejercicio  en  la  población 
total. 

Desconocemos  en  Puerto  Rico  el  nivel  promedio  de 
aptitud  física  de  la  población  y las  condiciones  de  grupos 
específicos  de  edad  y sexo.  De  los  once  objetivos 
nacionales  de  salud  para  1990  referentes  a aptitud  física  y 
ejercicio,  ninguno  está  conseguido  en  Puerto  Rico.  Tres 
objetivos  están  bajo  estudio  o siendo  perseguidos  (la 
proporción  de  niños  y adolescentes  de  10  a 17  años  de 
edad  que  participa  en  programas  escolares  diarios  de 
educación  física  debe  ser  mayor  de  60%;  se  debe  esta- 
blecer una  metodología  para  evaluar  la  aptitud  física  de 
los  niños , con  por  lo  menos  70%  de  los  jóvenes  de  10  a 17 
años  de  edad  participando  en  esa  evaluación;  debe  haber 
datos  disponibles  para  evaluar  los  efectos  de  la 
participación  en  programas  de  actividades  físicas 
apropiada).  No  hay  información  para  evaluar  la 
situación  en  Puerto  Rico  respecto  a los  ocho  objetivos 
restantes:  la  proporción  de  jóvenes  de  10  a 17  años  de 
edad  que  participa  regularmente  en  actividades  físicas 
apropiadas,  particularmente  programas  de  resistencia 
cardiorespiratoria  que  puedan  ser  continuados  en  la 
adultez,  debe  ser  mayor  de  90%;  la  proporción  de  adultos 
de  18  a 65  años  de  edad  que  participa  regularmente  en 
ejercicio  físico  vigoroso,  debe  ser  mayor  de  60%;  el  50% 
de  los  adultos  de  65  o más  años  de  edad  debe  estar  envol- 
viéndose regularmente  en  actividades  físicas  apropiadas; 
la  proporción  de  adultos  que  puede  identificar  con 
exactitud  la  variedad  y duración  de  ejercicio  que  se  piensa 
promueve  más  efectivamente  el  acondicionamiento 
cardiovascular  debe  ser  mayor  de  70%;  la  proporción  de 
médicos  de  atención  primaria  que  incluye  un  historial 
cuidadoso  sobre  ejercicio  como  parte  de  su  examen 
inicial  de  nuevos  pacientes  debe  ser  mayor  de  50%;  la 
proporción  de  compañías  e instituciones  con  más  de  500 
empleados,  que  ofrece  programas  de  aptitud  física 
patrocinados  por  los  patronos  debe  ser  mayor  del  25%; 
debe  haber  datos  disponibles  para  evaluar  los  efectos  de 
participación  en  programas  de  aptitud  física  sobre  la 
ejecutoria  [“performance”]  en  el  trabajo,  y en  los  costos 
de  la  atención  de  la  salud;  debe  haber  disponibles  datos 
para  vigilar  los  patrones  nacionales  de  participación  en 


actividades  físicas  incluyendo  programas  públicos  de 
recreación  en  facilidades  comunitarias. 

Lamentablemente  esta  ausencia  de  datos  sobre 
patrones  de  actividad  física  coincide  con  la  ausencia 
general  de  datos  en  Puerto  Rico  sobre  los  estilos  de  vida 
de  la  población.  Nutrición,  tabaquismo,  condición  física, 
son  consecuencia  del  comportamiento  del  individuo,  y a 
su  vez  afectan  grandemente  la  salud.  La  existencia  de 
datos  sobre  la  prevalencia  de  estos  comportamientos  es 
indispensable  para  la  planificación  y ejecución  de 
programas  de  mantenimiento  o mejoramiento  de  la  salud 
de  la  comunidad. 

Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objectives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years. 
Of  the  eleven  national  health  goals  for  1990  alluding  to 
physical  fitness  and  exercise,  none  has  been  achieved  in 
Puerto  Rico.  Three  objectives  are  under  study  or  being 
pursued  (the  proportion  of  children  and  adolescents  ages  10 
to  17  participating  in  daily  school  physical  education 
programs  should  be  greater  than  60%;  a methodology  for 
systematically  assessing  the  physical  fitness  of  children 
should  be  established,  with  at  least  70%  of  children  and 
adolescents  ages  10  to  17  participating  in  such  an 
assessment;  data  should  be  available  with  which  to  evaluate 
the  short  and  long-term  health  effects  of  participation  in 
programs  of  appropriate  physical  activity).  There  is  no 
information  to  evaluate  the  situation  in  Puerto  Rico 
regarding  the  remaining  eight  objectives:  the  proportion  of 
children  and  adolescents  ages  10  to  17  participating 
regularly  in  appropriate  physical  activities,  particularly 
cardiorespiratory  fitness  programs  which  can  be  carried 
into  adulthood,  should  be  greater  than  90%;  the  proportion 
of  adults  18  to  65  participating  regularly  in  vigorous 
physical  exercise  should  be  greater  than  60%;  50%  of 
adults  65  years  or  older  should  be  engaging  regularly  in 
appropriate  physical  activity;  the  proportion  of  adults  who 
can  accurately  identify  the  variety  and  duration  of  exercise 
thought  to  promote  most  effectively  cardiovascular  fitness 
should  be  greater  than  70%;  the  proportion  of  primary  care 
physicians  who  include  a careful  exercise  history  as  part  of 
their  initial  examination  of  new  patients  should  be  greater 
than  50%;  the  proportion  of  companies  and  institutions 
with  more  then  500employees  offering  employer-sponsored 
fitness  programs  should  be  greater  than  25%;  data  should 
be  available  to  evaluate  tbe  effects  of  participation  in 
programs  of  physical  fitness  on  job  performance  and  health 
care  costs:  data  should  be  available  for  regular  monitoring 
of  national  p>attems  of  participation  in  physical  activity, 
including  participation  in  public  recreation  programs  in 
community  facilities.  Tbe  achievement  of  these  objectives 
in  Puerto  Rico,  as  in  other  states,  requires  the  cooperation 
of  many  governmental,  private,  academic  and  voluntary 
institutions. 
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Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 


ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 


FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México;  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapatío 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Eacultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 

APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  social  de 
apertura  y cierre  del  curso  de  Educación  Médica. 


EXCURSION  POST-CONVENCION:  Excursión  de  7 
días  “La  Ruta  de  La  Independiencia”  que  nos  llevará  a 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 


CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  100.00 
Médicos  Méxicanos  25.00 


NOTA:  Para  poder  unirse  a la  excursión  será  necesario 
pagar  la  cuota  de  Inscripción. 
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lydng  The  Bite  Out  Of  The  Bear 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  US.  Savings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 


Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  ^ 
make  an  ap- 

pearance.for  7 ^ . 

!/ou,  his  JLcllVC 
growl  will  be  ^ 

worse  than  ^ 

hisbi,.  in^merica. 


A Public  Service  of  Tbis  Publication  & The  Advertising  Council 


CARTAS  AL  EDITOR 


En  el  Boletín  de  la  Asociación  Médica  de  Puerto  Rico  correspondiente  al  mes  de  febrero 
1987,  aparece  un  artículo  interesantísimo  sobre  anomalías  congénitas  de  la  mano  en  la  región 
Oeste  de  Puerto  Rico  por  el  Dr.  Manuel  Llusa  Pérez  y la  Dra.  Angela  Ramírez  Irizarry. 

Al  final  de  este  artículo,  piden  los  autores  que  se  establezca  en  Puerto  Rico  un  sistema  de 
clasificación  e informe  para  enfermedades  congénitas. 

Me  estuvo  muy  interesante  esta  sugerencia,  ya  que  a insistencias  del  Capítulo  Puertorriqueño 
de  la  Asociación  Americana  de  Espina  Bífida,  cerca  de  seis  o siete  años  atrás,  le  presentamos  al 
entonces  Secretario  de  Salud,  Dr.  Jaime  Rivera  Dueño  nuestras  sugerencias  para  que  en  los 
certificados  de  nacimiento  en  Puerto  Rico  se  incluyese  un  espacio  para  informar  problemas 
congénitos. 

El  Dr.  Jaime  Rivera  Dueño  aceptó  nuestra  sugerencia  y los  certificados  de  nacimiento  en 
Puerto  Rico  en  el  encasillado  #22,  establecen  “deformaciones  o anomalías  congénitas  del  niño”  y 
sugiere  que  se  describa. 

Esta  sugerencia  fue  hecha  en  mi  carácter  de  asesor  médico  de  la  Sociedad  de  Espina  Bífida  en 

Puerto  Rico,  ya  que  en  los  problemas  de  “disrafismo  espinal  e hidrocéfalo”  no  había  modo  de 
establecer  estadísticas  de  cuantos  niños  nacían  con  este  problema  congénito  en  la  Isla  de  Puerto 
Rico,  ya  sea  en  general  ni  por  áreas  específicas. 

En  el  momento,  solamente  habría  que  implementar  un  sistema,  probablemente  computadorizado, 
donde  estos  certificados  de  nacimiento  al  ser  registrados,  fueran  clasificados  especialmente  en  el 
encasillado  #22,  dando  así  origen  a una  clasificación  de  defectos  congénitos  o de  problemas 
congénitos  en  Puerto  Rico  para  uso  estadístico  y guiamos  en  cuanto  al  manejo  y tratamiento  de 
diferentes  problemas. 

Respetuosamente  suyo  y dándole  las  gracias  a los  autores  arriba  mencionados  por  tan  excelente 
artículo. 

Rafael  Longo,  M.D. 

Neurocirujano 

Asesor  Médico-Capítulo  de  Puerto  Rico 
Sociedad  Espina  Bífida  Americana 
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A mammogram  showing  no  evidence  of  cancer. 


The  best  weapon  against  breast  cancer  is  early  detection.  And  that’s  wfiy  a maniniograni  is  so  important.  It  “sees” 
breast  cancer  before  there’s  a lump,  when  the  cure  rates  are  near  100%.  That  could  save  your  life;  it  might  even  save 
your  breast.  Although  not  perfect,  a mammogram  is  still  the  most  effective  weapon  against  breast  cancer.  And  if  you’re 
over  35,  it’s  essential  you  have  one.  Because  all  breast  cancer  needs  is  a place  to  hide.  i 


I i 

Have  A Mammogram.  Give  Yourself  The  Chance  Of  A Lifetime.  Y 
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SOCIOS  NUEVOS 


ACTIVOS 


Caraballo  Martínez,  Ulises  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  México,  1974.  Medicina 
General.  Ejerce  en  Culebra. 

Colón  Vargas,  Ana  Lydía  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1966.  Dermatología.  Ejerce 
en  Hato  Rey. 

García  Lozada,  Hermes  R.  MD  - Escuela  de  Medicina 
San  Juan  Bautista,  Bayamón,  Puerto  Rico  1980. 
Medicina  General.  Ejerce  en  Gurabo. 

González  Román,  Guillermo  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1973.  Psiquiatría.  Ejerce  en 
Hato  Rey. 

Guíllén  Figueroa,  Juan  A.  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana,  1967.  Psiquiatría.  Ejerce  en  Arecibo. 

Lugo  Gutierrez,  Fabio  H.  MD  - Escuela  de  Medicina 
San  Juan  Bautista,  Bayamón,  1984.  Medicina  General. 
Ejerce  en  Quebradillas. 

Maldonado  López,  Héctor  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981.  Dermatología.  Ejerce 
en  Guaynabo. 

Matinó  Valdés,  José  A.  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1976. 
Anestesiología.  Ejerce  en  Hato  Rey. 

Mullins  Matos,  Kathryn  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1980.  Medicina  General.  Ejerce  en  San  Juan. 

Orellana  Beltrán,  José  E.  MD  - Escuela  Superior  de 
Medicina,  IPN  México,  1977.  Medicina  General.  Ejerce 
en  Río  Piedras. 

Palacios  Martínez,  Marcolina  MD  - Escuela  de  Medicina 
Universidad  de  Valencia,  España,  1978.  Medicina 
General.  Ejerce  en  Carolina. 

Román  Matías,  Manuel  de  Jesús  MD  - Escuela  de 
Medicina  Universidad  Central  del  Este,  República 
Dominicana,  1978.  Medicina  General.  Ejerce  en  Añasco. 

Santos  González,  Carmen  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1980.  Oftalmología.  Ejerce 
en  Hato  Rey. 


Tardy  Rodríguez,  Rodolfo  Antonio  MD  - Escuela  de 
Medicina  Universidad  de  Santo  Domingo,  República 
Dominicana,  1959.  Obstetricia  y Ginecología.  Ejerce  en 
Río  Piedras. 

Torres  de  González,  Zulma  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1965.  Medicina 
General.  Ejerce  en  Hato  Rey. 


REINGRESOS 


Cintrón  Nadal,  Elsie  MD  - Escuela  de  Medicina  Univer- 
sidad de  Puerto  Rico,  1977.  Radiología.  Ejerce  en  San 
Juan. 

Cintrón  Rivera,  Angel  A.  MD  - Escuela  de  Medicina 
Universidad  de  Michigan,  1945.  Medicina  Interna, 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  lema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor,  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio:  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autorf es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  asi  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  I as  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Lás  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  título,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo. 
Deben  limitarse  las  tablas  a sola  aquellas  que  contribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

U n abstracto  no  mayor  de  I SO  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración. 
Al  final  de  cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  "Cumulative  Index  Medicus"  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
titulo  del  articulo,  nombre  de  la  revista,  año.  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981:  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellidofs)  e iniciales  del  autor(es),  título  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d.  Ed..  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capítulo  citado 
se  añade  el  autorfes)  del  capitulo  y el  titulo  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood.  3d  Ed,,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla adoble  espacio,  no  deben  ser  mayores  de  5(X)  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  pageshould 
include  the  following:  title,  authors  and  their  degrees  (e.g.  MD,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus’’ 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below; 

I For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor: 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed..  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P,  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed,  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

• The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


*Estas  "Instrucciones  para  los  Autores"  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
"Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas" 
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AMERICAN  ACADEMY 
OF  PEDIATRICS 


THE  DAY  CARE  DILEMA:  SHOULD  SICK 
CHILDREN  STAY  HOME? 


Illness  among  children  in  day  care  is  a common,  but 
unpredictable  occurrence.  When  should  a sick  child  be 
kept  out  of  day  care?  If  a working  parent  cannot  take  time 
off  work,  who  is  best  qualified  to  provide  care? 

The  American  Academy  of  Pediatrics’  (AAP)  recently 
released  manual  on  day  care  advises  that,  “there  are  very 
few  illnesses  for  which  children  need  to  be  excluded  from 
day  care.” 

Yet,  many  centers  exclude  all  sick  children  regardless 
of  the  severity  of  their  illness.  According  to  George 
Sterne,  M.D.,  chairman  of  the  AAP  Committee  on  Early 
Childhood,  Adoption  and  Dependent  Care,  reasons  may 
include  lack  of  sufficient  space  to  give  the  extra  care  a sick 
child  needs,  excessive  concerns  about  the  risks  of 
infecting  others,  and  strict  state  laws  or  public  health 
policies. 

According  to  Dr.  Sterne,  whose  commentary  on  this 
topic  will  appear  in  the  March  issue  of  Pediatrics, 
children  up  to  age  two  have  6 to  10  illnesses  every  year; 
three  to  five-year-olds  only  a few  less.  The  Committee 
recommends  that  every  day  care  center  develop  a written 
policy  concerning  the  management  of  sick  children.  Most 
centers  advise  keeping  children  home  when  they  display 
symptoms  of  communicable  diseases.  Illness  that  may 
justify  keeping  a child  home  include: 

a)  diarrhea 

b)  vomiting 

c)  high  fever 

d)  certain  types  of  rashes 

The  AAP’s  day  care  manual  offers  care  options  for 
children  who  are  ill,  but  not  so  sick  that  they  must  stay  at 
home.  All  options  should  provide  adequate  rest. 


appropriate  diet,  proper  administration  of  medications, 
and  both  physical  and  emotional  support.  When  parents 
cannot  care  for  a sick  child,  the  AAP  suggests  parents 
choose  the  best  available  option: 


a separate  area  in  the  classroom 
a center  shared  by  the  day  care  facility  and  the 
general  community 
the  child’s  own  family  day  care  home 

• a family  day  care  home,  not  affiliated  to  a particular 
day  care  facility,  which  serves  only  sick  children 

• a “satellite”  home  linked  to  a day  care  center  or 
agency 

• the  child’s  own  home  under  supervision  of  an  adult 
known  to  the  parents(s),  an  employed  caregiver,  or  a 
trained  person  from  a home  health  agency  or 
hospital 

• a freestanding  center  open  to  the  public 

In  1981,  a day  care  trend  began  in  California  — centers 
exclusively  for  sick  children.  Currently,  there  are  about 
40  sick-care  centers  for  children  nationwide.  Dr.  Sterne, 
however,  is  not  so  sure  that  these  centers  are  a good 
omen. 

“Placing  a sick  child  in  an  unfamiliar  environmental 
with  previously  unknown  caretakers  would  seem  to  be  an 
extremely  poor  choice  under  almost  any  circumstances,” 
he  said. 

“It  would  seem  more  appropriate  for  those  concerned 
with  the  welfare  of  children  and  families  to  work  for  more 
reasonable  infection  policies  in  existing  day  care  centers, 
and  to  take  an  active  role  in  supporting  policies  allowing 
more  liberal  parental  leave  in  their  own  offices  and 
institutions,”  Dr.  Sterne  concluded. 


DAY  CARE  FACTS  AND  FIGURES 


Over  half  of  all  children  under  6 years  old  (10  million) 
have  mothers  — married  and  unmarried — who  work. 

About  half  of  working  mothers  with  children  under 
age  5 use  some  form  of  day  care. 

According  to  National  Institutes  of  Health  data,  the 
proportion  of  children  under  age  6 with  employed 
mothers  is  expected  to  reach  two-thirds  by  1995. 

From  1962  to  1982,  the  number  of  working  women 
doubled,  thus  increasing  the  demand  for  day  care 
services. 

Currently,  there  are  no  federal  regulations  regarding 
the  general  health  of  children  in  day  care. 

Every  state  requires  day  care  centers  to  be  licensed. 
However,  many  states  lack  adequate  regulations  for  fire, 
health  and  safety  standards. 

Even  though  the  number  of  children  in  the  U.S.  has 
fallen  by  1.2  million  since  1980,  the  number  of  children 
with  working  mothers  has  grown  by  2.5  million.  Children 
under  age  6 accounted  for  90  percent  of  the  rise, 
according  to  the  U.S.  Bureau  of  Labor  Statistics. 


Medical  Specialties  News 


Bol.  Asoc.  Med  P.  Rico  - Abril  1987 


FIGHTING  INFECTIONS  IN  DAY  CARE 


According  to  pediatric  experts  writing  in  the  American 
Academy  of  Pediatrics’  (AAP)  new  day  care  manual: 

Handwashing  is  the  most  effective  way  to  prevent  the 
spread  of  infections  in  day  care. 

Studies  show  that  when  day  care  staff  are  trained  to 
wash  their  hands  after  changing  diapers  and  before 
preparing  food,  the  risk  of  illness  drops  significantly. 

Children  in  day  care  should  be  fully  immunized 
according  to  the  AAP’s  recommended  schedule. 

All  daycare  employees  should  have  health  assessments, 
including  a test  for  tuberculosis,  before  beginning  work 
at  a day  care  facility. 

Children  with  significantly  lowered  resistance  to 
infection  (immunodeficiency)  should  not  be  in  a day  care 
program  which  has  no  special  precautions  for  them. 

Very  few  illnesses  should  exclude  a child  from  day  care. 
Every  program  should  have  a written  policy  listing  when 
a child  should  be  kept  home.  Diarrhea,  vomiting,  high 
fever  and  other  highly  contagious  diseases  should  be 
mentioned. 

Children  up  to  age  two  are  sick  an  average  of  6 to  10 
times  every  year;  three  to  five-year-olds  somewhat  less. 

Factors  which  foster  the  spread  of  infection  in  day  care 
include:  a large  group  of  children  who  are  in  close 
physical  contact;  understaffing  or  poor  training  of  day 
care  employees;  no  specific  policy  for  the  management  of 
sick  children;  overcrowding;  poor  ventilation;  and  an 
insufficient  number  of  toilets,  sinks,  and  area  for 
changing  and  disposing  of  diapers. 

A recent  study  shows  that  children  in  day  care  and  their 
families  can  be  at  increased  risk  for  developing  gastro- 
intestinal diseases,  hepatitis  A,  and  potentially  fatal 
meningitis. 


WHAT  CAUSES  INJURIES  IN  DAY  CARE? 


The  top  six  hazardous  products  that  can  cause  injury  in 
day  care  are:  climbers,  slides,  hand  toys  and  blocks,  other 
playground  equipment,  doors,  and  indoor  floor  surfaces. 

According  to  the  U.S.  Consumer  Product  Safety 
Commission,  (CPSC)  over  70  percent  of  play  equipment 
injuries  result  from  falling. 

The  CPSC  recommends  that  all  elevated  surfaces 
which  can  be  climbed  and  are  30  inches  above  another 
surface  should  have  protective  barriers  such  as  guardrails. 

In  every  state,  the  Occupational  Safety  and  Health 
Administration  of  the  U.S.  Department  of  Labor  will 
help  day  care  centers  identify  unsafe  conditions.  This  free 
service  is  provided  only  on  request. 


REDUCING  INJURIES  IN  DAY  CARE 


Every  day  care  facility  should  have  an  exit  plan  in  case 
of  fire,  smoke  detectors,  fire  extinguishers,  safety  caps  on 
electrical  outlets,  a first  aid  kit,  and  posted  instructions 
on  how  to  treat  an  injured,  poisoned  or  choking  child.  To 


help  reduce  injuries  in  day  care,  the  American  Academy 

of  Pediatrics’  new  day  care  manual  makes  several 

recommendations: 

1.  Stairways  should  be  well-lit  and  equipped  with 
handrails  children  can  reach.  They  should  not  be 
used  as  storage  areas. 

2.  Doors  should  have  devices  to  prevent  quick  closure, 
and  safety  or  plexiglass  vision  panels  so  children  can 
see  through  the  door.  Any  clear  glass  panels  should 
be  made  of  safety  glass. 

3.  All  elevated  areas  accessible  to  children  — stairwells, 
walkways,  porches  and  play  areas — should  have 
railings  or  other  devices  to  prevent  falls. 

4.  Windows  above  ground  level  should  have  devices  to 
limit  their  opening  to  less  than  six  inches. 

5.  Floor  surfaces  can  be  make  more  safe  by  clearing 
away  objects  children  can  trip  on.  All  hallways 
should  be  wide  enough  for  two  adults,  and  running 
should  not  be  allowed  indoors. 

6.  All  water,  heaters,  furnaces,  and  other  heat  sources 
accessible  to  children  should  not  exceed  1 10  degress 
Fahrenheit.  Heating  equipment  should  be  enclosed 
in  fire-resitant  material.  Space  heaters  should  not  be 
used. 

7.  All  playground  equipment,  furniture  and  toys  should 
conform  to  recommended  safety  standards. 

8.  Electrical  outlets  should  not  be  overloaded  and 
extension  cords  should  not  be  used.  Also,  electric 
equipment  should  be  kept  away  from  water. 

9.  Poisonous  plants  should  be  kept  out  of  day  care 
facilities. 

10.  Lead  paint  hazards  should  be  eliminated  from  day 
care  facilities. 

11.  Cleaning  supplies  and  medications  should  be  kept 
out  to  reach  and  in  their  original  containers.  All 
medications  should  have  safety  caps. 

12.  Unsafe  art  materials  include:  powdered  clay,  pow- 
dered paints,  paints  that  must  be  cleaned  with 
turpentine,  cold  water  dyes  or  commercial  dyes, 
permanent  markers,  instant  papier-mache,  epoxy  or 
other  instant  glues. 

13.  Children  should  be  closely  supervised  when  using 
equipment  or  materials  associated  with  frequent 
injury. 

14.  Toys  should  be  inspected  and  repaired  regularly. 

15.  Because  styrofoam  cups  and  plastic  forks  can  be 
easily  broken  and  choked  on,  they  should  not  be 
used. 


AMERICAN  COLLEGE 

OF  PHYSICIANS 

ACP  REVIEWS  PAYMENT  FOR 
PHYSICIAN  SERVICES 


While  extensive  research  is  needed  for  long-term 
Medicare  physician  payment  reform,  some  action  should 
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be  taken  immediately,  stated  the  American  College  of 
Physicians  (ACP)  in  a position  statement  appearing  in 
the  January  issue  of  its  monthly  journal.  Annals  of 
Internal  Medicine. 

ACP,  the  nation’s  largest  medical  specialty  society, 
cautioned  that  decisions  about  changing  existing  pay- 
ment mechanisms  should  not  be  dictated  solely  by  cost 
containment  and  other  budgetary  restraints. 

“Instead,  the  College  advises  that  alternate  payment 
approaches  be  evaluated  on  the  basis  of  assuring  access  to 
and  affordability  of  high-quality  care,”  said  ACP 
Executive  Vice  President  Dr.  John  R.  Ball. 

Until  conclusive  research  studies  determining  the 
actual  effects  of  proposed  payment  mechanisms  are 
completed,  ACP  recommends  the  following  steps  for 
short-term  Medicare  reform: 

To  meet  the  goals  of  the  Medicare  program  — assuring 
that  the  nation’s  elderly  and  disabled  have  access  to 
health  care  service  of  an  acceptable  level  of  quality — 
policymakers  should  revise  the  current  fee-for-service 
system  to  enhance  its  strengths  and  reduce  its  weaknesses 
while  emphasizing  the  improvement  and  maintenance  of 
quality.  Payments  should  be  adjusted  according  to  the 
appropriateness  of  health  care  services;  to  do  this 
effectively,  research  should  be  initiated  to  evaluate  both 
the  effectiveness  of  various  medical  treatments,  tests  and 
procedures,  and  the  mechanisms  for  differentiating 
appropriate  and  inapropriate  health  care  services. 

Adjustments  should  be  made  to  correct  for  historical 
inequities  in  the  current  Medicare  payment  system,  thus 
encouraging  cognitive  and  interpersonal  .services  such  as 
history  taking,  preventive  health  care,  or  patient 
education  and  counseling. 

Mechanisms  also  need  to  be  developed  to  more 
accurately  assess  the  cost  of  providing  health  care 
services.  Developing  and  testing  relative  value  scales 
should  be  given  high  priority  because  such  indices  could 
provide  an  means  for  adjusting  historical  payment 
inequities  and  accurately  assessing  the  cost  of  health  care 
services. 

A pluralistic  system  should  be  maintained  to  encourage 
developing  and  testing  of  alternative  physican  payment 


mechanisms.  At  the  same  time,  different  payment 
alternatives  should  be  evaluated  to  ensure  that  any 
nationally  adopted  approach  will  fulfill  Medicare’s 
fundamental  objectives  of  providing  equal  access  to  high- 
quality  health  care  at  a reasonable  cost. 

The  statement  outlined  the  principles  and  objectives 
considered  fundamental  to  fulfilling  the  goals  of  the 
Medicare  program  and  described  the  advantages  and 
disadvantages  of  the  various  alternative  physician 
payment  mechanisms  currently  being  considered  for  the 
Medicare  program. 

The  alternatives  include:  continuing  the  current  fee- 
for-service  system;  paying  predetermined  prices  for 
bundles  of  physician  services,  similar  to  the  use  of 
Diagnosis  Related  Groups  (DRGs)  to  pay  for  bundles  of 
hospital  services;  establishing  uniform  fee  schedules  with 
mandatory  assignment;  applying  the  indemnity  method 
of  uniform  fee  schedules  without  the  requirement  of 
mandatory  assignment;  developing  a relative  value  scale; 
and  using  the  capitation  approach. 

ACP  emphasized  these  principles  could  be  met 
through  health  insurance  programs  other  than  Medicare. 
However,  in  any  system  that  is  developed,  the  costs  of 
major  illness  and  long-term  care  shoud  not  prevent  access 
to  needed  care.  Patients  should  also  have  a choice  among 
physicans  and  health  care  systems,  noted  the  College. 
Disease  prevention  and  health  promotion  should  be 
encouraged,  and  the  costs  for  assuring  access  to  health 
care  for  the  uninsured  population  should  be  shared  by  all 
health  care  payers. 

Recommending  development  of  national  standards  of 
care,  ACP  also  stated  that  to  maintain  high-quality 
patient  care,  standards  of  quality  and  mechanisms  to 
assure  maintenance  of  these  standards  should  be  an 
integral  part  of  any  health  insurance  system;  physician 
payment  methods  should  not  undermine  the  physician- 
patient  relationship  or  adversely  intluence  clinical 
decision-making;  and  research  should  be  initiated  to 
determine  the  most  effective  uses  of  various  medical 
services,  since  substantial  geographic  differences  exist  in 
the  use  of  health  care  services. 


How  you  live 

may  saveyour  life. 

You  may  find  it  surprising  that  up  to  609f  ot  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat.  I 

The  battle  isn't  over  but  we  arc  winning. 

Please  support  the  Amencan  Cancer  Srx'ietV'.  fsoaETY* 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAE  LA  stayed  on  INDERAL  LA‘. 


Surprising?  Not  recdly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  complicince 


ONCE-DAILY 


M UNUC-UAILY  H 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulaled  to  provide  a suslained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  bela-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

inderal  la  Capsules  (80  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  lollowmg  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-life  is  about  10  hours  When  measured  at  steady  stale  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  lor  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  ol 
propranolol,  resulting  from  the  slower  rale  of  absorption  ol  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  lor  about  twelve  ( 12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  lour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  lor  retilralion  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  ol  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ol  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ol  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  ol  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ot  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  ot  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  etfect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  ot  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tiohs  in  which  sympathetic  stimulatioh  is  vital 
For  example,  ih  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  ot  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emerr^encies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  ot  heart 
failure,  the  patient  should  be  digitalized  and 'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases  myocardial  infarction,  following  abrupt  discontinuance  ot 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a tew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonaliergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  Ihe  impaired  ability  ol  Ihe 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ol  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ol  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  ol  such  agents,  e g , dobutamine 
or  isoproterenol  However  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  Ihe  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  Ihe  appearance 
ol  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ol  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  Ihe  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  o‘  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  ot  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  ot 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ol  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg  day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  ot  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  fherapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness. 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  menial 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
lor  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  nejropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Ret  tration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  fime  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  ^A  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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BETTER  BYPASS  SURGERY  OUTCOME  FOR 
HIGH-RISK  PATIENTS  IN  HIGHER-VOLUME 
HOSPITALS:  STUDY 


broadened  to  include  patients  who  had  surgery  in 
hospitals  with  200  or  fewer  operations...  the  total  number 
of  lives  saved  might  increase  to  18”;  most,  again,  in  the 
non-scheduled  group,  the  study  adds.  “Thus,  over  half  of 
the  potential  lives  .saved  would  be  in  non-scheduled 
operations  in  the  lowest-volume  hospitals,”  it  says. 

But  eliminating  only  non-scheduled  bypass  surgery  at 
lower-volume  hospitals,  the  researchers  say,  “would 
result  in  even  lower  volumes,  and  possibly  poorer 
outcomes  for  the  remaining  patients.”  A better  idea 
might  be  to  shift  all  bypa.ss  surgery  to  medium-and 
higher-volume  hospitals,  they  suggest.  “This  shift  could 
be  accomplished  in  a variety  of  ways,  such  as  by  making  a 
hospital  and/or  specialty  accreditation  dependent  on  the 
volume  of  surgery  performed,  or  by  selective  contracting 
by  health  insurers.” 

Since  the  study  results  suggest  “the  lifesaving  potential 
of  (bypass)  regionalization  may  be  concentrated  in 
patients  who  are  sicker  and  need  surgery  on  an 
emergency  basis,”  the  researchers  note  that  the  availa- 
bility of  a nearby  higher-volume  hospital  would  be 
essential  to  realizing  this  potential.  This  was  not  a 
problem  in  the  case  of  the  California  hospitals  studied, 
they  added. 


A study  in  JAMA  makes  a strong  argument  for 
regionalizing  coronary  bypass  surgery,  saying  higher- 
risk  patients  have  a much  better  chance  of  a good 
outcome  in  hospitals  with  higher  bypass  volume,  and 
suggesting  that  closing  low-volume  units  would  improve 
average  bypass  results  overall. 

The  relationship  between  surgical  volume  and  result, 
in  coronary  bypass  and  other  operations,  is  well-known. 
But  the  new  study,  by  Jonathan  A.  Showstack,  MPH,  of 
the  University  of  California- San  Francisco,  and  collegues, 
analyzed  this  relationship  in  light  of  the  current 
widespread  use  of  bypass  surgery  and  expansion  of 
patient  criteria  to  include  many  who  are  older  and  sicker 
than  would  have  been  acceptable  in  the  past. 

The  study  reviewed  the  results  of  about  19,000 
coronary  bypass  procedures  done  at  77  California 
hospitals  in  1983.  Of  particular  interest  was  the 
comparison  between  “scheduled,”  or  elective,  and  “non- 
scheduled,”  or  urgent,  surgeries. 

The  study  grouped  hospitals  into  those  annually 
performing  100  or  fewer  bypasses,  101-200,  201-350  and 
35 1 or  more.  In-hospital  mortality,  adjusted  for  case  mix, 
was  lower  at  higher-volume  hospitals  (3  percent  in  the 
350-plus  group  vs.  5 percent  in  the  100  of  fewer  group); 
the  effect  was  greatest  for  “non-scheduled”  bypasses  (4.6 
percent  vs.  nearly  8 percent),  the  study  says.  Higher- 
volume  hospitals  also  had  shorter  average  postoperative 
lengths  of  stay  and  fewer  patients  with  very  long  stays.  To 
emphisize  the  difference,  the  researchers  hypothesized 
that,  if  procedural  efficacy  and  efficiency  at  the  hospitals 
were  equal,  12  lives  might  have  been  saved  had  patients 
who  had  bypasses  at  the  lower-volume  hospitals  instead 
gone  to  hospitals  performing  more  than  200  procedures  a 
year.  Most  of  the  lives  saved  would  have  been  “non- 
scheduled”  bypass  patients,  they  added. 

“If  the  group...  from  the  lower-volume  hospitals  is 
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ORAL  CONTRACEPTIVE  USE  AND  CANCER  RISK 


Using  oral  contraceptives  for  at  least  12  months 
appears  to  provide  long-term  protection  against  endome- 
trial cancer,  the  third  most  common  cancer  in  women  in 
the  US,  a report  in  JAMA  indicates.  Howard  W. 
Ory,  MD,  MSc,  of  the  Centers  for  Disease  Control 
(CDC),  Atlanta,  and  colleagues  base  their  conclusions  on 
data  from  the  CDC’s  multicenter,  population-based, 
case-control  Cancer  and  Steroid  Hormone  Study.  Their 
analysis  involved  433  women  aged  20  to  54  years  with 
epithelial  endomentrial  cancer  and  3,191  randomly 
selected  controls.  Women  who  used  combination  oral 
contraceptives  for  at  least  12  months  had  an  age-adjusted 
risk  of  developing  endometrial  cancer  almost  half  that  of 
women  who  never  used  contraceptives,  the  report  says. 
The  protective  effect  persisted  for  at  least  15  years  after 
the  women  stopped  taking  the  contraceptives,  it  adds. 

JAMA  February  13,  1987 


CYCLOSPORINE  FOR  SKIN  PROBLEMS 


The  transplant  rejection  drug  cyclosporine  also  shows 
promise  in  treating  certain  skin  problems,  say  reports  in 
February’s  Archives  of  Dermatology.  T.  van  Joost,  MD, 
of  Erasmus  University,  Rotterdam,  the  Netherlands,  and 
colleagues,  say  short-term  cyclosporine  use  aided  two 
women  with  severe  atopic  dermatitis  resistant  to  other 
drugs.  Aurora  Parodi,  MD,  and  Alfredo  Rebora,  MD,  of 
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the  University  of  Genoa,  Italy,  report  hair  growth  in  a 
man  using  topical  cysclosporine  for  alopecia  areata,  an 
inflammatory,  patchy  kind  of  hair  loss.  J.  Michael 
Wentzell,  MD,  of  Dartmouth-Hitchcock  Medical  Center, 
Hanover,  NH,  and  colleagues,  say  14  patients  with  severe 
psoriasis  showed  improvement  by  using  oral  cyclos- 
porine. Another  report  by  Jorgen  R.  Jensen,  MD,  PhD, 
of  the  University  of  Arhus,  Denmark,  and  colleagues, 
finds  some  symptomatic  improvement  in  using  the  drug 
to  treat  the  skin  malignancy  mycosis  fungoides,  but  urges 
caution  in  this  application. 


URINARY  INFECTIONS  AND  SEXUAL  ACTIVITY 
IN  YOUNG  WOMEN 


Urinary  tract  infection  is  common  in  young  women, 
and  several  studies  link  the  problem  to  recent  sexual  inter- 
intercourse. But  a study  in  February's  Archives  of  Internal 
Medicine  concludes  that  although  sexual  activity  is  a 
predisposing  factor,  intercourse  probably  is  not  the  agent 
transferring  the  bacteria  into  the  bladder  in  the  majority 
of  young  women  with  urinary  tract  infection.  Leonard 
Leibovici,  MD,  of  the  Tel  Aviv  (Israel)  University  Sackler 
School  of  Medicine,  and  colleagues,  base  the  conclusion 
on  a study  of  147  young  women  with  symptomatic 
urinary  tract  infection  and  a symptom-free  control 
group.  Sexual  activity  was  the  only  significant  and 
independent  behavioral  difference  between  the  two 
groups,  but  no  more  than  one-third  of  the  infections 
occurred  within  24  hours  of  intercourse,  the  study  says. 
This  contradicts  the  close  temporal  relationship  found  in 
other  studies. 


POSTSERVICE  MORTALITY  HIGHER  FOR 
VIETNAM  VETS 


US  Army  veterans  who  served  in  Vietnam  have  a 
higher  total  postservice  death  rate  than  Vietnam-era 
Army  vets  who  served  elsewhere,  a study  in  JAMA  finds, 
attributing  the  increase  to  auto  accidents,  suicide, 
homicide  and  drug-related  deaths. 

However,  report  Colleen  A.  Boyle,  PhD  and  colleagues 
with  the  Centers  for  Disease  Control  (CDC)  Vietnam 
Experience  Study  (VES),  Atlanta,  the  excess  mortality 
due  to  external  causes  for  the  Vietnam  veterans  is  similar 
to  that  found  among  World  War  II  and  Korean  War 
combat  vets.  Although  not  ruling  out  factors  unique  to 
Vietnam  as  being  at  play  in  the  higher  mortality  figures, 
the  researchers  theorize  combat  stress  itself  might  be  the 
more  likely  culprit. 

The  VES  is  a historical  cohort  study  designed  to 
identify  the  possible  adverse  health  effects  of  Vietnam 
service,  one  of  three  proposed  CDC  projects  to  assess  the 
health  of  Vietnam  vets.  The  VES  acknowledges  that  the 
“Vietnam  experience”  includes  a variety  of  possible 
health-influencing  factors  associated  with  the  war, 
including  exposure  to  the  herbicide  Agent  Orange,  but 


Agent  Orange’s  possible  health  effects  are  to  be  the 
subject  of  a separate  study. 

The  VES  project  compared  postservice  mortality 
through  1983  for  9,300  Army  veterans  who  served  in 
Vietnam  with  that  of  9,000  Vietnam-era  Army  vets  who 
served  in  Korea,  Germany  and  the  US.  Over  the  entire 
follow-up  period,  total  mortality  in  the  Vietnam  vets  was 
17  percent  higher  than  for  the  others.  The  excess 
mortality  occurred  mainly  in  the  first  five  years  after 
discharge  from  active  duty  and  involved  motor  vehicle 
accidents,  suicide,  homicide  and  accidental  poisonings, 
mostly  by  drugs,  the  study  reports. 

After  the  initial  five-year  period,  mortality  among  the 
Vietnam  veterans  was  similar  to  that  of  the  other 
Vietnam-era  veterans,  the  study  finds  — except  for  drug- 
related  deaths,  which  remained  elevated.  “Further,”  the 
researchers  say,  “Vietnam  service  seems  to  be  associated 
with  an  especially  high  rate  of  drug-related  mortality 
among  those  drafted  into  service,  those  whose  jobs  were 
in  tactical  or  combat  operations  and  those  who  served 
during  1969.” 

Surprisingly,  the  report  finds  mortality  from  cardio- 
vascular diseases  lower  among  the  Vietnam  veterans  than 
the  others.  Although  this  might  be  correlated  with  cardio- 
cardiovascular  fitness  established  during  basic  or 
advanced  training  of  those  finally  assigned  to  Vietnam, 
the  authors  say  it  could  just  be  due  to  an  unusually  high 
cardiovascular  disease  rate  in  the  comparison  group. 

In  trying  to  explain  the  excess  mortality  among  the 
Vietnam  vets,  the  researchers  suggest  their  findings  “may 
reflect  consequences  of  the  unique  environment  and 
experience  of  serving  in  Vietnam  and  returning  to  an 
unsupportive  and  sometimes  hostile  climate  in  the  United 
States.”  But  while  this  might  make  sense  in  light  of  the 
“unique  military  and  social  environment  of  the  Vietnam 
conflict,”  the  researchers  also  note  the  similarity  between 
their  results  and  studies  of  combat  veterans  of  earlier 
wars. 

“Although  the  influence  of  factors  specific  to  the 
Vietnam  experience  cannot  be  completely  ruled  out,  our 
findings  and  previous  studies  suggest  that  the  postservice 
excess  of  traumatic  deaths  among  Vietnam  veterans  is 
probably  due  to  unusual  stresses  endured  while  stationed 
in  a hostile  fire  zone,”  they  say. 

The  war’s  potential  long-term  health  impact  also 
remains  unclear,  the  study  concludes.  “Because  this 
group  to  veterans  has  not  yet  reached  the  age  where 
chronic  diseases  have  an  important  impact  on  mortality, 
continued  monitoring  of  mortality  among  VES  partici- 
pants may  provide  additional  insights.” 

JAMA  February  13,  1987 

CHOLESTEROL  LEVELS  MAY  BE  DECLINING 

Serum  cholesterol  levels  among  adults  in  the  United 
States  may  be  declining,  representing  reduced  risks  for 
coronary  heart  disease,  according  to  a report  in  JAMA. 

Robinson  Ful  wood,  MSPH,  of  the  National  Center  for 
Health  Statistics,  Bethesda,  Md.,  and  colleagues  com- 
pared serum  cholesterol  levels  from  three  national 
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surveys  of  persons  aged  20  to  74  years  conducted 
between  1960  and  1980.  “Age-adjusted  mean  serum 
cholesterol  levels  decreased  by  6 to  8 mg/dL  (0.16  to  0.21 
mmol/L),  or  3 percent  to  4 percent,  between  the  1960  to 
1962  and  the  1976  to  1980  surveys,”  the  researchers  say. 
“For  men,  this  represented  a decrease  from  217  mg/dL 
(5.61  mmol/L)  to  211  mg/dL  (5.46  mmol/L)  and  for 
women,  a decrease  from  223  mg/dL  (5.77  mmol/L)  to 
215  mg/dL  (5.56  mmol/L).  Both  declines  were  statisti- 
cally significant.” 

The  researchers  note  that  the  percentage  of  men  and 
women  with  high-risk  and  moderate-risk  cholesterol 
levels  decreased  during  the  20-year  period.  When  mean 
serum  cholesterol  levels  were  compared  by  race  and  sex, 
the  study  showed  that  decreases  of  7 mg/dL  (0.18 
mmol/L)  for  white  men  and  9 mg/dL  (0.23  mmol/L)  for 
white  women  were  statistically  significant,  but  that 
decreases  of  2 mg/dL  (0.05  mmol/L)  for  both  black  men 
and  women  were  not.  For  black  and  white  men,  higher 
levels  of  education  corresponded  with  greater  decreases 
in  serum  cholesterol;  among  white  women,  significant 
decreases  occurred  at  all  educational  levels. 

National  survey  estimates  provide  information  on  a 
broad  cross  section  of  the  U.S.  population,  which  are 
more  representative  of  the  general  population  than  those 
from  selected  area  samples,  the  report  notes.  It  concludes 
that  more  study  is  needed  to  determine  changes  in  both 
high-  and  low-density  lipoprotein  cholesterol  for  various 
subgroups,  and  to  explore  the  effects  of  diet  and  exercise. 
Nevertheless,  the  researchers  are  encouraged  by  their 
results.  “For  each  1 percent  reduction  in  serum 
cholesterol  level,  an  approximate  2 percent  decline  in 
coronary  mortality  can  be  explained,”  they  say. 

In  a related  study,  Roger  W.  Sherwin,  MB,  BChir,  of 
the  University  of  Maryland,  Baltimore,  and  colleagues 
confirm  the  correlation  between  low  serum  cholesterol 
levels  and  subsequent  cancer  deaths  through  a follow-up 
of  participants  in  the  Multiple  Risk  Factor  Intervention 
Trial  (MRFIT),  which  included  361,662  men.  The  study 
found  significantly  more  cancer  cases  during  early  years 
of  follow-up  among  men  with  the  lowest  levels  of 
cholesterol. 

“These  findings  are  consistent  with  the  inference  that 
the  association  between  the  low  serum  cholesterol  level 
and  cancer  is  at  least  in  part  due  to  an  effect  of  preclinical 
cancer  on  serum  cholesterol  level,”  the  researchers  say. 
Further  evidence  is  provided  from  a subset  of  the  MRFIT 
cohort,  including  12,866  men,  whose  serum  cholesterol 
levels  were  measured  annually.  “Among  the  150  of  these 
men  who  died  of  cancer  during  the  trial,  cholesterol  level 
fell  22.7  mg/dL  (.59  mmol/L)  more  than  in  the  survivors 
over  an  equivalent  period,”  the  researchers  observe.  The 
study  showed  that  serum  cholesterol  declines  for  at  least 
two  years  before  death  from  cancer. 

JAMA  February  20,  1987 

COCAINE’S  EFFECT  ON  THE  FETUS,  HEART 

An  animal  study  in  JAMA  says  maternal  use  of 
cocaine  during  pregnancy  reduces  uterine  blood  flow  and 


impairs  oxygen  flow  to  the  fetus,  causing  fetal  hyperten- 
sion and  other  cardiovascular  changes.  The  study,  by 
James  R.  Woods,  Jr.,  MD,  now  of  the  University  of 
Rochester  School  of  Medicine,  and  colleagues  at  the 
University  of  Cincinnati,  involved  pregnant  ewes. 
Administering  cocaine  produced  dose-dependent  increases 
in  maternal  blood  pressure  and  decreased  uterine  blood 
flow.  Direct  cocaine  administration  to  the  fetus  produced 
smaller  increases  in  fetal  heart  rate  and  blood  pressure, 
the  report  says.  In  JAMA’s  Questions  and  Answers 
section,  David  C.  Hueter,  MD,  of  Northwestern 
University  Medical  School,  Chicago,  also  addresses 
cocaine’s  cardiovascular  effects.  A growing  body  of 
evidence  relates  cocaine  to  clinical  ischemic  heart  disease, 
probably  through  a number  of  mechanisms,  he  notes. 
While  little  is  known  about  the  long-term  prognosis  of 
such  problems,  “clearly,  avoiding  further  cocaine  abuse 
should  be  the  keystone  to  long-term  treatment,”  Hueter 
says. 

JAMA  February  20,  1987 

DIABETES  AND  STROKE  RISK 

Diabetes  seems  to  be  an  independent  risk  factor  for 
thrombolytic  (blood  clot  caused)  stroke,  and  diabetes 
that  is  poorly  controlled  or  of  long  duration  adds  to  the 
risk,  a study  in  JAMA  reports.  Robert  D.  Abbott,  PhD, 
of  the  National  Heart,  Lung  and  Blood  Institute, 
Bethesda,  Md.,  and  colleagues,  base  the  conclusion  on 
data  from  the  Honolulu  Heart  Program,  a long-term 
cardiovascular  disease  study.  The  report  involved  690 
diabetic  men  and  6,900  non-diabetic  men  free  of 
coronary  heart  disease  and  a history  of  stroke.  After  12 
years  of  follow-up,  the  relative  risk  of  clot-related  stroke 
in  the  diabetics  was  twice  that  of  the  non-diabetics. 
Control  of  hypertension,  heart  attack  and  other  risk 
factors  did  not  reduce  the  risk,  the  report  says.  “Our 
results,”  it  concludes,  “indicate  the  need  for  medical 
approaches  beyond  routine  management  of  risk  factors 
in  the  patient  with  diabetes  in  an  attempt  to  change  a 
broader  risk-factor  profile  that  may  affect  unknown 
causal  links  between  diabetes  and  stroke.” 

JAMA  February  20,  1987 


NEW  COMPUTER  GRAPHICS  SYSTEM  TO 
STUDY  CORNEA 


A report  in  February’s  Archives  of  Ophthalmology 
describes  a new  computer  analysis  system  designed  to 
improve  eye  surgery  and  research  by  producing  color- 
coded  maps  of  corneal  surface  power,  or  how  well  the 
cornea  acts  as  a lens.  These  contour  maps  make  it  easier 
to  spot  subtle  distortions  and  should  allow  improved 
analysis  and  refinement  of  corneal  surgery  techniques, 
report  Leo  J.  Maguire,  MD,  now  of  the  Mayo  Clinic, 
Rochester,  Minn.,  and  colleagues  at  the  Louisiana  State 
University  Medical  Center  School  of  Medicine,  New 
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Orleans.  The  system  produces  high-resolution  detailed 
topographic  maps  from  keratoscope  picture  of  the 
corneal  surface.  “Improved  corneal  topography  analysis,” 
the  study  says,  “should  find  wide  clinical  application  in 
the  study  of  refractive  corneal  surgery  techniques  and  in 
the  study  of  corneal  disorders  that  cause  irregular 
astigmatism.” 


NEUROLOGICAL  DEFICIT  IN  MIGRAINE 

Reduced  cerebral  blood  flow  during  attacks  of  classic 
migraine  appears  sufficient  to  cause  ischemia,  or  insuf- 
ficient blood  supply,  and  neurological  deficits,  a study  in 
February’s  Archives  of  Neurology  says.  This  suggests  the 
neurologic  deficits  that  may  accompany  migraine  attacks 
are  vascular  in  origin,  say  Tom  Skyhoj  Olsen,  MD,  of  the 
Bispebjerg  Hospital,  Copenhagen,  Denmark,  and  collea- 
gues. The  researchers  measured  regional  cerebral  blood 
flow  in  11  migraine  patients,  with  reductions  averaging 
52  percent  observed  focally  during  migraine  attacks.  In 
seven  patients,  the  researchers  found  cerebral  blood  flow 
levels  known  to  be  insufficient  for  normal  cortical 
function.  They  say  this  was  likely  true  in  the  other 
patients  also,  although  a reliable  blood  How  evaluation  in 
these  subjects  could  not  be  made. 


TOXIC  SHOCK  SYNDROME  SEEN  AS 
COMPLICATION  OF  INFLUENZA 


Toxic  shock  syndrome  (TSS),  caused  by  the  release  of 
toxins  by  the  bacteria  Staphylococcus  aureus,  has  been 
identified  as  a complication  of  influenza  in  some  patients, 
according  to  a report  in  JAMA.  The  potentially  life- 
threatening  illness  recently  has  been  linked  to  use  of 
tampons  or  contraceptive  sponges,  but  also  has  occurred 
after  nasal  packing  and  as  a result  of  wound  or  respira- 
tory tract  infections. 

Kristine  L.  MacDonald,  MD,  of  the  Centers  for 
Disease  Control,  Atlanta,  and  colleagues  describe  nine 
cases  of  flu-associated  severe  hypotension  or  death 
suggesting  TSS  that  occurred  in  Minnesota  during 
January  and  February  1986.  “Cultures  of  respiratory 
secretions  were  performed  in  eight  patients;  S.  aureus  was 
isolated  from  all  of  them,”  the  researchers  report.  “Seven 
S.  aureus  isolates  were  available  for  determination  of 
exotoxin  production;  five  isolates  produced  toxic  shock 
syndrome  toxin-1  (TSST-l),oneproducedenterotoxin  B, 
and  one  produced  both.” 

Patients’  influenza  symptoms  included  cough  in  eight 
(90  percent),  fever  in  seven  (78  percent),  sore  throat  in  five 
(56  percent),  malaise  in  four  (44  percent)  and  headache 
and  myalgias  in  two  each  (22  percent).  Six  patients  were 
hospitalized;  four  of  these  survived  and  two  died.  Three 
patients,  one  aged  5 years  and  two  aged  1 1 years,  died  at 
home  before  they  could  be  hospitalized.  The  mean  age  for 
all  patients  was  26  years,  with  a range  of  5 to  56  years. 
“Onset  of  hypotension  or  death  followed  onset  of 


influenza  symptoms  by  one  to  seven  days  (mean,  four 
days),”  according  to  the  report. 

During  the  1985-1986  influenza  season,  365  school 
outbreaks  were  reported  to  the  Minnesota  Department  of 
Health,  representing  the  highest  number  of  outbreaks 
noted  since  surveillance  began  in  1975,  the  researchers 
observe.  “We  suspect  that  the  occurrence  of  TSS 
following  influenza  is  not  a new  phenomenon.  Rather,  we 
believe  that  the  increased  incidence  of  influenza  in 
Minnesota  during  this  season  and  our  active  case-finding 
efforts...  allowed  us  to  recognize  the  association  between 
these  two  infections.” 

A fatal  case  of  influenza-related  TSS  in  a previously 
healthy  18-year-old  male  college  student  is  reported  in  a 
second  article  by  Steven  J.  Sperber,  MD,  of  the  University 
of  Virginia  School  of  Medicine,  Charlottesville,  and  J. 
Boyd  Francis,  MD,  of  Roanoke  Memorial  Hospital, 
Roanoke,  Va.  “The  illness  described  in  our  patient 
occurred  during  an  influenza  B epidemic  involving  the 
community...”  the  researchers  observe.  “Before  becom- 
ing critically  ill,  the  patient  had  several  days  of  an  illness 
that  resembled  influenza,  although  (TSS)  may  cause 
many  of  the  same  symptoms.” 

In  an  accompanying  editorial,  Bruce  B.  Dan,  MD, 
senior  editor  of  JAMA  refers  to  a 1985  article  by 
Langmuir  et  al  in  the  New  England  Journal  of  Medicine, 
which  suggested  that  the  plague  of  Athens,  which 
occurred  from  430  to  427  BC  and  was  chronicled  by 
Thucydides,  may  have  been  caused'  by  TSS  following 
influenza.  The  authors  named  the  entity  “Thucydides 
syndrome,”  noting  that  it  may  have  differed  from 
modern  TSS. 

“Nonetheless,”  Dan  observes,  “Langmuir  and  collea- 
gues suggested,  with  apparent  clairvoyance,  ‘that 
Thucydides  syndrome  may  reappear  as  a minor  or  even 
major  manifestation  of  some  future  epidemic  or  pandem 
of  influenza.’  Within  three  months  of  the  publication  of 
their  article,  the  prediction  came  true.” 

Although  staphylococcal  pneumonia  has  been  a well- 
known  consequence  of  influenza,  apparently  no  more 
than  a superficial  infection  of  the  throat  and  upper  air 
passages  is  required  for  the  development  of  TSS,  Dan 
observes.  The  lack  of  dramatic  local  inflammation  is 
common  also  to  TSS  associated  with  menstruation  and 
with  wound  infections,  he  adds.  “As  the  authors  point 
out,  it  now  behooves  physicians  to  be  aware  of  this  new 
entity  and  to  consider  quickly  the  diagnosis  of  TSS  in  a 
patient  with  influenza  whose  condition  suddenly  worsens.” 

JAMA  February  21,  1987 


CATARACT  SURGERY  IMPROVES  VISION, 
DAILY  ACTIVITIES  FOR  SENIORS 


Cataract  surgery  not  only  improves  visual  acuity  for 
most  elderly  patients,  it  also  enhances  certain  functional 
skills,  according  to  a study  reported  in  JAMA.  The  study 
indicates  that  functional  and  mental  status  improved 
proportionally  with  the  degree  of  improved  vision  after 
surgery. 
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William  B.  Applegate,  MD,  MPH,  and  colleagues,  of 
the  University  of  Tennessee,  Memphis,  evaluated  follow- 
up data  for  roughly  90  percent  of  293  elderly  patients 
(mean  age,  77  years)  who  underwent  cataract  surgery 
during  1983  and  1984.  Interviews  were  conducted  appro- 
ximately four  months  after  surgery,  when  vision  had 
stabilized,  and  one  year  after  surgery. 

“Visual  acuity  on  the  surgical  eye  improved  highly 
significantly  from  a mean  of  20/100  before  surgery  to 
20/40  at  four  months,”  the  researchers  say,  noting  that 
patient  self-rating  of  vision  also  improved  substantially. 
“Before  surgery  91  percent  of  patients  rated  their  vision 
as  fair  or  poor.  At  four  months,  66  percent  rated  their 
vision  as  excellent  or  good,”  they  observe.  Other 
subjective  measures  of  the  ease  of  performing  daily  tasks 
were  somewhat  variable. 

“Changes  in  objective  measures  of  patient  function 
were  more  remarkable,”  the  researchers  say.  Scores  on 
mental  health  status,  timed  manual  tasks  and  sentence 
writing  all  improved  after  four  months.  “Subgroup 
analysis  demonstrated  that  the  patients  who  improved 
most  in  percentage  of  visual  impairment  also  improved 
most  on  other  measures  of  functional  status,  thus 
supporting  a ‘dose-response’  hypothesis,”  the  researchers 
note. 

JAMA  February  27,  1987 


HEPATITIS  B SCREENING  URGED  FOR 
ARTIFICIAL  INSEMINATION  DONORS 


A report  in  JAMA  documents  a case  of  hepatitis  B 
transmission  through  artificial  insemination  and  urges 
that  hepatitis  B screening  of  semen  donors  be  routine 
practice. 

William  R.  Berry,  MD,  of  the  University  of  Colorado 
Health  Sciences  Center  and  Denver  Veterans  Adminis- 
tration Hospital,  and  colleagues,  describe  a 37-year-old 
woman  who  developed  acute  viral  hepatitis  B in  1982 
several  months  after  being  artificially  inseminated.  It  was 
later  found  that  the  donor  semen  contained  hepatitis  B 
surface  antigen  (HBsAg)  and  that  the  surface  antigen 
subtypes  of  the  patient  and  semen  donor  were  identical. 

Although  the  capacity  for  transmission  of  hepatitis  B 
infection  by  semen  is  well  recognized,  the  study  says,  the 
potential  for  transmission  by  artificial  insemination  has 
been  theoretical.  The  Colorado  case  indicates  that  this 
can  occur;  in  fact,  the  researchers  note,  the  same  semen 
donor  is  suspected  to  have  been  responsible  for  hepatitis 
virus  transmission  to  two  additional  women  who  were 
artificially  inseminated. 

It  is  especially  important  that  semen  donors  be 
screened  for  hepatitis  B infection  since  most  are  health 
care  personnel,  who  are  at  particular  risk  of  contracting 
the  disease  and  exhibit  a higher  prevalence  of  hepatitis  B 
markers  than  does  the  general  population,  the  study  says. 
It  also  is  common  practice  for  seem  donors  to  donate  on 
more  than  one  occasion,  the  researchers  add.  Still,  data 
suggest  that  the  overall  incidence  of  HBsAg  in  semen 
donors  likely  would  be  1 percent  or  less,  the  authors  say. 


The  case  documented  by  Berry  and  colleagues  “adds  to 
the  growing  number  of  organisms  that  have  been  trans- 
mitted during  artificial  insemination,”  Laurene  Mascóla, 
MD,  MPH,  of  the  Los  Angeles  County  Department  of 
Health  Services,  and  Mary  E.  Guinan,  MD,  PhD,  of  the 
Centers  for  Disease  Control,  Atlanta,  note  in  an 
accompanying  editorial.  These  include  the  virus  or 
bacteria  causing  gonorrhea,  chlamydia  and  AIDS,  the 
authors  note. 

The  American  Fertility  Society  and  the  American 
Association  of  Tissue  Banks  have  taken  a major  step 
toward  addressir  ^ ihis  problem  by  issuing  guidelines  for 
the  screening  of  semen  donors,  the  editorial  says. 
“However,  practitioners  are  not  required  to  adopt 
them,”  it  adds.  “Guidelines  and  recommendations  are 
not  enough.  Until  all  practitioners  and  semen  banks 
adhere  to  these  guidelines,  the  safety  of  artificial 
insemination  will  be  compromised.” 

In  the  US  alone  in  1986,  an  estimated  60,000  insemina- 
tion by  donor  semen  were  performed  in  women  who 
conceived  and  delivered  a child  through  this  technique, 
the  editorial  says.  An  unknown  number  of  additional 
inseminations  were  carried  out  in  women  who  did  not 
conceive  or  carry  the  pregnancy  to  term. 

“Screening  of  semen  donors  for  sexually  transmitted 
infections  is  clearly  necessary,  and  we  think  this  screening 
should  be  standard  practice,”  write  the  authors.  “Why 
should  a women  choosing  to  undergo  artificial  insemina- 
tion be  subjected  to  unnecessary  risks  of  serious  and  even 
fatal  illnesses?” 

JAMA  February  27,  1987 


MAGNESIUM  SULFATE  FOR 
ASTHMATIC  ATTACK 

Intravenous  magnesium  sulfate  (Epsom  salt’s  main 
ingredient)  infusion  produces  rapid  and  marked  relief  of 
both  mild  and  severe  asthma,  a preliminary  report  in 
JAMA,  says.  Hiroshi  Okayama,  MD,  of  the  Tohoku 
University  School  of  Medicine,  Sendai,  Japan,  and 
colleagues,  studied  the  bronchodilating  effect  of  mag- 
nesium sulfate  in  10  asthma  patients  with  mild  attacks 
and  found  IV  administration  of  this  agent  relieved 
bronchial  constriction.  Magnesium  sulfate  infusion  also 
relieved  symptoms  in  three  other  asthmatics  with  severe 
attacks,  they  say.  “Lower  (magnesium)  uptake  or 
(magnesium)  deficiency  may  play  a role  in  some  types  of 
asthma  and...  intravenous  as  well  as  oral...  administration 
may  be  useful  as  a supplementary  therapy  in  controlling 
bronchial  asthma,”  they  say. 

JAMA  February  27,  1987 


FACULTY  PRACTICE  PLANS: 
POTENTIAL  TOWN/GOWN  RIFT 

The  increasing  popularity  of  faculty  practice  plans 
— income-generating,  academic-based  clinical  practice 
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groups — may  create  a “town/gown”  split  with  compet- 
ing community  physicians,  a report  in  JAMA  suggests. 
Gordon  MacLeod,  MD,  of  the  University  of  Pittsburgh, 
and  colleagues  assessed  the  attitudes  of  academic  and 
community  health  leaders  toward  faculty  practice  plans 
in  a sample  of  seven  university  communities.  While  it  was 
agreed  that  the  community  benefits  from  these  plans,  the 
potential  rift  was  evident  from  a number  of  community 
responses.  Community  health  leaders  objected  to  the 
plans’  tax-exempt  status;  doubted  medical  schools  can 
compete  successfully  with  community  practice;  feared 
resulting  reduced  income;  agreed  competition  adversely 
affects  cooperation  in  the  medical  community  at  large; 
and  appeared  to  envy  the  ability  of  faculty  physicians  to 
buffer  their  incomes  by  teaching  and  research. 

JAMA  February  27,  1987 


PRESCULPTED,  BANKED  CARTILAGE 
FOR  MIDDLE  EAR  RECONSTRUCTION 

Using  banked,  presculpted  rib  cartilage  from  cadaver 
donors  is  an  effective  means  of  rebuilding  the  bones  of  the 
middle  ear  for  hearing  restoration,  says  a study  in  the 
February  Archives  of  Otolaryngology-FIead  and  Neck 
Surgery.  The  preshaped  homologous  transplants,  further 
fitted  in  the  operating  room  to  meet  a patient’s  anatomic 
needs,  are  as  effective  as  plastic  materials  for  reconstruc- 
tion but  are  not  resorbed  or  extruded  over  time,  as  occurs 
with  the  artificial  implants,  says  Richard  A.  Chole,  MD, 
PhD,  of  the  University  of  California- Da  vis.  Chole 
studied  102  reconstruction  procedures  using  the  banked 
cartilage.  Of  the  51  transplants  available  for  follow-up 
after  three  years,  nearly  97  percent  of  the  initial  hearing 
improvement  was  maintained.  In  addition,  no  transplants 
were  extruded  or  “rejected”  as  a result  of  a foreign-body 
reaction,  Chole  says,  and  resorption  was  minimal. 


HEALTH  BENEFITS  OF  EXERCISE 
IN  AGING  SOCIETY 

Popular  interest  in  exercise  mostly  has  been  directed 
toward  the  relationship  between  an  active  lifestyle  and 
cardiovascular  mortality.  But  in  an  aging  society,  reports 
a review  article  in  February’s  Archives  of  Internal 
Medicine,  active  life  expectancy  and  maintaining  inde- 
pendence may  be  as  important  as  the  effects  of  exercise  on 
longevity.  Eric  B.  Larson,  MD,  MPH,  and  Robert  A. 
Bruce,  MD,  of  the  University  of  Washington,  Seattle, 
note  that  functional  aerobic  capacity  decreases  with  age 
at  relatively  constant  rates,  but  that  the  rate  of  this 
decline  is  less  for  active  than  for  sedentary  people. 
Therefore,  they  say,”  “ ‘againg’  as  expressed  in  the 
declining  functional  cardiovascular  limits  of  aerobic 
metabolism,  may  be  slowed  by  regular  exercise.” 
However,  they  add,  “the  hazards  of  (excessive)  exercise 
must  also  be  weighed  in  considering  health  effects  for  an 
aging  society.” 


LEGIONNAIRES’  DISEASE  TRACED  TO 
DRINKING  WATER 


Legionnaires’  disease  can  apparently  be  acquired  from 
residential  water  supplies,  according  to  a report  in 
JAMA. 

Janet  E.  Stout,  MS,  of  the  Veterans  Administration 
Medical  Center,  Pittsburgh,  and  colleagues  report  that 
Legionella  pneumophila  was  isolated  from  sputum 
samples  of  two  patients  with  legionnaires’  disease,  and 
also  from  water  samples  in  the  patient’s  homes.  The 
patients  were  both  men,  aged  55  and  65;  one  had  chronic 
lymphocytic  leukemia  and  the  other  suffered  from 
chronic  lung  disease  and  had  a 35-year  smoking  history. 
Both  patients  recovered  after  treatment  in  hospitals. 

“The  incidence  of  sporadic  community-acquired 
legionnaires’  disease  has  been  reported  to  range  from  1 
percent  to  15  percent,”  the  researchers  observe.  “Unlike 
outbreak-related  cases,  the  epidemiologic  reservoir  for 
sporadic  disease  has  generally  never  been  identified.” 
They  suggest  that  as  many  as  30  percent  of  homes  in  any 
given  community  may  have  water  systems  colonized  with 
L.  pneumophila.  In  the  homes  of  these  two  patients,  the 
bacteria  was  eradicated  by  treating  water  systems  with 
heat,  chlorine  and  an  ultraviolet  light  purifier.  “The  long- 
term efficacy  of  these  measures  is  currently  under  evalua- 
tion,” the  researchers  say. 

Commenting  editorially,  Stephen  C.  Redd,  MD,  and 
Mitchell  L.  Cohen,  MD,  of  the  Centers  for  Disease 
Control,  Atlanta,  say  that  more  than  70  cases  of  legio- 
nellosis are  reported  to  the  CDC  each  year,  but  there 
probably  represent  only  a fraction  of  the  total. 
“Although  outbreaks  of  legionellosis  have  received  the 
greatest  public  attention  and  the  most  intensive  study, 
evidence  from  hospital  and  population-based  studies 
suggests  that  most  cases  are  sporadic  or  unassociated 
with  recognized  outbreaks,”  they  observe. 

Redd  and  Cohen  say  much  more  investigation  is 
needed  to  determine  risks  and  methods  of  transmission  of 
the  disease.  Studies  have  shown  that  the  bacteria  is  wides- 
pred  in  the  environment,  but  that  infection  is  relatively 
rare,  usually  occurring  in  older  or  immunocompromised 
persons.  They  conclude:  “No  screening  or  decontamina- 
tion procedure  for  potable  water  at  home  or  elsewhere 
can  be  recommended  until  these  issues  are  better 
resolved.” 

JAMA  March  6,  1987 


RESEARCHERS  ENCOURAGE  ELDERLY, 
AUTOLOGOUS  BLOOD  DONATIONS 


Contrary  to  current  practices,  healthy  persons  aged  65 
years  and  older  should  be  encouraged  to  consider 
donating  blood,  according  to  a report  in  JAMA.  The 
study  found  no  increase  in  adverse  reactions  among  older 
donors  compared  with  younger  ones.  A second  study  in 


175 


Ama  News 


Bol.  Asoc.  Med  P.  Rico  - Abril  1911 7 


Friday’s  JAMA  documents  the  benefits  of  autologous 
blood  donation,  the  practice  of  donating  one’s  own  blood 
ahead  of  time  for  scheduled  surgery. 

“The  notion  that  it  is  unsafe  for  older  persons  to 
donate  blood  is  not  confirmed  by  the  clinical  evidence,’’ 
say  Johanna  Pindyck,  MD,  of  the  Greater  New  York 
Blood  Program,  and  colleagues.  They  conducted  a 
controlled  study  to  measure  the  effect  of  blood  donation 
on  volunteers  aged  66  to  78  years  compared  with  those 
aged  52  to  65  years.  “Eight  of  504  older  donors  had  a 
reaction,  as  compared  with  seven  of  510  younger 
donors,’’  the  researchers  say.  All  but  one  reaction  in  each 
group  were  defined  as  mild:  pallor,  dizziness,  increased 
respiratory  rate  or  other  temporary  changes. 

The  growing  elderly  population  uses  a dispropor- 
tionate amount  of  the  nation’s  blood  supply,  the  resear- 
chers observe.  “At  present  there  are  approximately  30 
million  Americans  older  than  65,  a large  group  that  will 
grow  to  greater  than  50  million  by  2020,’’  they  say. 
“Although  they  represent  approximately  12  percent  of 
the  population  and  a minute  fraction  of  the  donor  pool... 
the  elderly  account  for  greater  than  25  percent  of  blood 
use.” 

Donor  age  as  a criteria  for  blood  donation  may  depend 
on  regional  or  state  regulations,  the  study  notes.  The 
American  Association  of  Blood  Banks  suggests  that 
donors  66  years  and  older  may  be  accepted  at  the 
discretion  of  the  blood  bank  physician.  Until  recently  the 
American  Red  Cross  has  suggested  that  donor  sites 
require  written  consent  from  a personal  physician  of 
those  older  than  65. 

Some  elderly  persons  may  be  more  susceptible  to 
transient  hypotension  or  other  effects  of  blood  donation, 
the  researchers  say.  “However,  counteracting  these 
concerns  is  the  positive  selection  factor  that  can  be 
expected  to  occur:  older  donors  will  likely  be  a self- 
selected  group  who  have  donated  before,  have  positive 
feelings  about  blood  donation,  and  are  motivated  to 
continue  in  that  capacity...  More  important,  the  elderly 
who  choose  to  continue  donating  after  the  age  of  65  will 
be  those  who  feel  healthy  enough  to  do  so.”  Being  denied 
the  opportunity  to  give  blood  may  be  harmful  psycholo- 
gically, the  report  adds,  since  it  represents  a lost  means  of 
contributing  to  society. 

In  a second  study,  Roger  K.  Haugen,  MD,  and  Gordon 
E.  Hill,  MD,  describe  a successful  ten-year  program  for 
autologous  blood  donation  at  Holy  Cross  Hospital,  Fort 
Lauderdale,  Fla.  To  avoid  the  hazards  of  homologous 
blood  transfusions  during  major  orthopedic  surgical 
procedures,  1,672  patients  donated  6,615  units  of  blood. 
The  majority  of  blood  components  were  stored  frozen, 
and  later  used  in  1,938  surgical  procedures,  accounting 
for  95  percent  of  the  transfusion  requirements.  Intraope- 
rative blood  salvage  was  also  used,  allowing  934  patients 
to  be  reinfused  with  their  own  blood  at  the  time  of 
surgery. 

Interest  in  starting  the  program  came  from  one  of  the 
authors  had  had  two  deaths  from  post-transfusion 
hepatitis  following  major  hip  surgery,  according  to  the 
report.  “The  incidence  of  post-transfusion  hepatitis  in 
prospectively  followed  up,  multiply  transfused  patients  is 
approximately  10  percent,”  the  researchers  observe. 


A patient’s  age  alone  does  not  preclude  his  ability  to  be 
a successful  blood  donor,  the  study  notes;  8 1 .6  percent  of 
the  donors  in  the  program  were  older  than  60  years  and 
162  donors  (8.4  percent)  were  between  80  and  91  years  of 
age.  “The  large-scale  use  of  autologous  blood  is 
considered  feasible,  practical,  and  cost  efficient,  has 
contributed  to  the  community’s  blood  supply,  and 
provides  the  patients  with  the  safest  blood  available — his 
own  blood”.  The  report  concludes. 

In  an  accompanying  editorial.  Tibor  J.  Greenwalt, 
MD,  of  the  University  of  Cincinnati  Medical  Center, 
Hoxworth  Blood  Center,  observes,  “Neither  closed- 
ended  autologous  predeposit  blood  donations  nor 
intraoperative  blood  salvage  is  being  sufficiently  exploited.” 
It  is  estimated  that  1 1 percent  of  our  blood  resource  could 
be  autologous,  he  adds,  noting  that  the  most  important 
factor  is  enthusiastic  cooperation  between  surgeons  and 
the  laboratory. 

Commenting  on  contributions  by  older  donors, 
Greenwalt  says  his  own  experience  agrees  with  that  of 
Pindyck  et  al.  “In  our  donor  population,  the  immediate 
postdonation  (adverse)  reaction  rate  decreases  progres- 
sively with  age  and  surprisingly  stands  at  zero  for  the 
1,145  donations  by  our  66-  to  78-year-old  donor 
population.  I trust  that  the  graying  of  our  donors  will  be 
allowed  to  keep  pace  with  the  graying  of  the  population.” 

JAMA  March  6,  1987 


COCAINE-LINKED  INTRACRANIAL 
HEMORRHAGE 

Use  of  the  potent  “crack”  form  of  cocaine  may  be 
associated  with  intracranial  hemorrhage,  a letter  in 
JAMA  says.  Alan  J.  Tuchman,  MD,  of  New  York 
Medical  College/Lincoln  Hospital,  Bronx,  NY,  and 
colleagues  evaluated  five  men  aged  21  to  40  years  with 
intracranial  hemorrhage.  One  was  confirmed  to  have 
used  crack  intravenously,  one  used  cocaine  intravenously 
and  three  had  large  amounts  of  cocaine  in  their  urine. 
Three  patients  had  large  intracerebral  hematomas,  two 
had  subarachnoid  hematomas.  While  other  complica- 
tions of  cocaine  abuse  are  well  known,  reports  of  intra- 
cranial hemorrhage  have  been  rare,  the  authors  say. 
“Intracranial  hemorrhage  in  young  patients,”  they  note, 
“should  be  rigorously  investigated  for  causation  by 
cocaine  abuse  as  well  as  other  causes.” 

JAMA  March  6.  1987 

POSSIBLE  TREATMENT  FOR  CANCER-CAUSED 
WEIGHT  LOSS 


Loss  of  weight  and  lack  of  appetite  are  significant 
complications  of  several  disorders  and  can  compound  the 
effects  of  the  underlying  disease.  A preliminary  report  in 
JAMA  notes  marked  weight  gain  and  appetite  improve- 
ment in  27  of  28  breast  cancer  patients  being  treated  with 


176 


Ama  Vru.v 


yo¡.  79Num.  4 


higli-dose  oral  megestrol  acetate,  a progestin.  This 
occurred  regardless  of  pre-treatment  weight,  extent  of 
metastases  or  response  to  therapy,  note  N.  Simon 
Tchekmedyian,  MD,  of  the  University  of  Maryland 
School  of  Medicine,  Baltimore,  and  colleagues.  They  say 
the  results  suggest  a possible  role  for  megestrol  acetate  in 
reversing  anorexia  and  weight  loss  “thereby  improving 
the  quality  of  life  of  patients  with  these  problems.” 
However,  the  report  adds,  futher  studies  are  needed  to 
determine  the  mechanism  involved  and  potential  clinical 
applications. 

JAMA  March  6,  1987 


BACTERIAL  LINK  TO  ADVERSE 
PREGNANCY  OUTCOME 


A study  in  JAMA  says  two  genital  infections. 
Mycoplasma  hominis  and  Chlamydia  trachomatis,  may  be 
important  preventable  causes  of  adverse  pregancy 
outcomes  in  certain  groups  of  women.  Stuart  M.  Berman, 
MD,  of  the  Centers  for  Disease  Control,  Atlanta,  and 
colleagues  studied  associations  between  these  two  infec- 
tions and  a third,  Ureaplasma  urealyticum,  and  pregnancy 
outcome  in  1,200  Navajo  Indian  women.  M hominis  was 
associated  with  low  birth  weight  in  women  with  a history 
of  spontaneous  abortion,  and  with  postpartum  endome- 
tritis (inflamed  uterine  lining)  in  women  undergoing 
cesarean  sections.  Women  with  recent  C trachomatis 
infection  were  at  greater  risk  of  low  birth  weight  than 
women  with  chronic  infection,  but  this  subgroup  at  risk 
was  small.  “Because  low  birth  weight  is  a major  predictor 
of  neonatal  mortality  and  morbidity  identifying  preven- 
table causes  and  thereby  decreasing  the  incidence  of  low 
birth  weight  are  major  public  health  goals,”  the  study 
says. 

JAMA  March  6,  1987 


COMPLICATIONS  OF  LASER  SURGERY 
FOR  SKIN  PROBLEMS 


Laser  surgery  for  skin  problems  has  acceptable  risks, 
but  complications  are  not  uncommon,  a study  in  the 
March  Archives  of  Dermatology  reports.  Suzanne  M. 
Olbricht,  MD,  of  Beth  Israel  Hospital  and  Harvard 
Medical  School,  Boston,  surveyed  139  dermatologists 
and  plastic  surgeons  about  their  experience  with  com- 
plications in  cutaneous  laser  surgery.  Reported  compli- 
cation rates  varied  from  0 to  35  percent;  means  ranged 
from  2.8  percent  to  6.2  percent , depending  on  the  type  of 
laser  used.  The  most  often-noted  complication  was 
hypertrophic  scarring;  others  included  infection,  pain 
and  hemorrhage.  No  procedure-related  eye  damage  or 
deaths  were  noted.  “Complications  from  the  use  ot  the 
argon  and  carbon  dioxide  lasers  are  currently  tar  trom 


rare,”  the  study  concludes,  “and  it  is  essential  that  both 
practitioners  and  patients  fully  understand  the  risks 
associated  with  these  procedures.” 


EYE  INJURY  DURING  “WAR  GAMES” 
DESPITE  GOGGLES 


Safety  goggles  might  not  necessarily  prevent  eye 
injuries  among  participants  in  increasingly  popular  “war 
games”,  suggests  a letter  in  the  March  Archives  of 
Ophthalmology.  Philip  L.  Martin,  MD,  and  Jerome  J. 
Magolan,  Jr.,  MD,  of  Raleigh,  NC,  describe  a 24-year- 
old  man  whose  right  eye  was  injured  while  playing  the 
game  “Survival”  despite  wearing  safety  goggles.  The 
angle  at  which  a paint  pellet  from  an  opponent’s  gun  hit 
the  man’s  goggles  pushed  the  eye  gear  into  his  right  eye, 
the  letter  says.  He  required  hospital  treatment  but  later 
recovered  without  serious  vision  damage.  Eye  injuries 
suffered  by  “war  in  the  cases  cited,  the  letter  says,  noting, 
“As  the  injury  to  our  patient  demonstrates...  further 
modification  of  these  goggles  is  necessary  to  provide 
complete  protection  from  paint  pellets.” 


ACCIDENTAL  INJURIES  TO  CHILDREN 
IN  DAY-CARE  CENTERS 


Injuries  to  children  in  day-care  centers  appear  to  be  a 
common  problem  deserving  greater  attention  from 
pediatricians  and  parents,  a study  in  the  March  American 
Journal  of  Diseases  of  Children  (AJDC)  concludes.  Petra 
Froehlich  Landman,  MD,  MPH,  of  Sinai  Hospital, 
Baltimore,  and  Gary  B.  Landman,  MD,  PhD,  of  the 
Johns  Hopkins  Hospital,  Baltimore,  surveyed  licensed 
group  day-care  centers  serving  2-to-6-year-old  children 
in  Maryland  and  calculated  a total  yearly  injury  rate  of 
11.3  percent  at  centers  responding.  This  was  similar  to 
incidence  figures  for  injuries  to  children  in  the  general 
population,  the  study  says.  Despite  limits  in  the  data,  “it 
cannot  be  assumed  that  a regulated,  licensed  day-care 
center  is  as  safe  an  environment  as  it  could  be,”  the 
authors  say.  “Physicians  and  parents  must  become  active 
participants  in  the  selection  and  maintenance  of  quality 
day-care  programs.” 
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la  nueva  dhneiisión 
de  lo  perfecto. 


Nuevo  BMW  Serie  7’:  la  fascinación,  la  pasión, 
la  fuerza,  el  silencio.  Por  primera  vez,  un 
automóvil  le  hará  disfrutar  del  auténtico  placer 
de  conducir  y le  hará  sentir  la  sensación  de  llegar 
más  allá  de  los  límites  convencionales.  Con  una 
inmensa  seguridad  y un  impresionante  sentido 
de  la  marcha. 

Innovación 

F.n  el  nuevo  BMW  Serie  7,’  la  nueva  generación 
Motronic  controla,  autodiagnostica  y memoriza 
constantemente  las  condiciones  más  óptimas 
del  funcionaniento  del  automóvil  en  cada 
momento  de  su  conducción,  mientras  Vd.  recibe 
información  continua  a través  del  "Check 
Control"  de  36  funciones.  Pero  la  innovación 
llega  hasta  los  últimos  detalles;  como  el  nuevo 
sistema  de  cinturón  de  seguridad  ergonómico, 
los  exclusivos  faros  elipsoides,  el  más  avanzado 
equipo  de  aire  acondicionado  o los 
limpiaparabrisas  que  aumentan  la  presión 


contra  el  cristal  al  aumentar  la  velocidad  del 
automóvil.  La  innovación  en  el  nuevo  BMW  Serie  T 
traspasa  el  umbral  del  futuro. 

Dmomismo 

El  nuevo  BMW  Serie  T ha  sido  formado  en 
el  túnel  de  viento,  ofreciendo  un  coeficiente 
de  penetración  aerodinámica  de  sólo  0,32. 

Si  a este  diseño  unimos  el  spoiler  integrado 
y los  cristales  empotrados,  el  dinamismo  del 
nuevo  BMW  Serie  7'  obtiene  la  mejor  resistencia 
al  viento  lateral,  evita  las  turbulencias  del  aire 
y proporciona  una  absoluta  seguridad  y confort 
en  todas  las  condiciones  de  marcha. 

Elegancia 

Una  nueva  atmósfera  rodea  al  nuevo 
BMW  Serie  7.’  La  fuerza  y el  silencio  de  este 
fascinante  automóvil  se  ven  acompañados  de 
un  refinamiento  total,  de  multitud  de  esmerados 
detalles  donde  el  buen  gusto,  el  diseño  exclusivo 


y la  selección  de  los  materiales  proporcionan 
un  ambiente  único,  especial,  exquisito.  Porque 
el  nuevo  BMW  Serie  T ha  sobrepasado  la  frontera 
de  la  perfección. 

De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 


Loúhfanowi 

tecnología 


NUESTRA  PORTADA 


1 

SOCIAOOINJ  MEDICA  OE  PUERTO  RICO 

3@LETiN 

VCDL  Ta/NUM  5 MAYO  1907 

NUESTRA  PORTADA 

Cartel  Conmemorativo  del  V Centenario  del  Descubrimiento  de 
América  y Puerto  Rico  por  Tere  Suárez  de  Muñiz.  La  artista  es  natural 
de  Rio  Piedras,  Puerto  Rico  y realizó  sus  estudios  de  Escuela  Superior 
en  La  Academia  San  José  de  Villa  Caparra.  Es  graduada  de  la 
prestigiosa  Escuela  de  Artes  Visuales  de  Nueva  York  y en  la  actualidad 
administra  su  propio  taller  de  diseño  gráfico  y publicidad  (Fireworks 
Studio)  en  Santurce. 

El  cartel  que  reproducimos  en  la  portada  resultó  ganador  en  el  Primer 
Certamen  de  Cartel  auspiciado  por  la  Comisión  Puertorriqueña  para  la 
Celebración  del  Quinto  Centenario  del  Descubrimiento  de  América  y 
Puerto  Rico.  Este  certamen  es  el  primero  de  una  serie.  Cada  año  se 
convocará  un  concurso  similar,  hasta  el  año  1993  para  lograr  un  total  de 
ocho  carteles.  El  cartel  de  la  Sra.  Castro  de  Muñiz  destaca  tres  velas  de 
navio  diseñadas  con  recortes  de  papel  en  tres  colores  diferentes  en 
tonalidades  pastel.  Las  letras  son  plateadas  con  ribetes  de  color  vino  de 
gran  elegancia. 

La  Asociación  Médica  de  Puerto  Rico  agradece  al  Dr.  Herman 
Cestero  y a la  autora  su  cooperación  para  hacer  posible  la  publicación 
de  esta  obra  de  arte  en  nuestra  portada. 
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. I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 


6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

1 ©.Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  UVES. 
BLOOD  DOES. 


American 
Red  Cross 
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¿Podemos  estar  asegurados 
sin  pertenecer  a un  grupo? 

¡Seguro  que  sí! 

Con  Pago  utrecm 
de  Tríple‘S 

Para  disfrutar  de  los  servicios  de  Triple-S,  no  es  requisito  pertenecer 
o un  grupo.  Nuestro  sistemo  de  PAGO  DIRECTO  te  permite  o ti  y o tu  familia 
unirse  individualmente  o lo  gente  segura  que,  año  tras  año  reciben  lo  mejor 
de  nosotros:  los  servicios  de  Triple-S,  con  lo  tarjeta  que  te  ofrece  libre 
selección  o: 

• Lo  mayoría  de  los  médicos  y dentistas  de  Puerto  Rico. 

• Todos  los  hospitales  de  Puerto  Rico. 

• Laboratorios  y salas  de  emergencia  en  toda  la  Isla. 

Y Triple-S  te  ofrece  variedad  de  opciones  y cubierta  dental. 

Tú  escoges  el  plan  a la  medida  de  tus  necesidades  y la  de  los  tuyos. 

¡Seguro  que  sí! 

Visítanos  o llámanos. 

• San  Juan  - Ponce  de  León  431  - 753-7550/765-8020 

• Ponce  - Cond.  El  Embajador,  Ave.  Mostos, 

Esq.  Ramón  Power  - 843-2055 

• Mayagüez  - Calle  Meditación  #53  - 833-4933 

• Arecibo  - Calle  Gautier  Benítez  #55  - 879-4776 


Triple-S  te  da,  seguridad 

Seguros  de  Servicio  de  Salud  de  Puerto  Rico,  Inc. 

Miembro  Blue  Shield  Association 


ESTUDIOS  CLINICOS 


Radiation  Therapy  of  Eariy  Vocai  Cord 
Carcinoma  Stage  T^Nq  Twenty-One  years’ 
Experience  at  Isaac  González  Martínez 
Oncologic  Hospital 

Ricardo  López-Mújica,  MD' 
Antonio  Bosch,  MD' 
Pedro  Morales,  MD' 
Hernán  Castro  Vita,  MD' 
Juan  Trinidad  Pinedo,  MD’ 
Zenaida  C.  Frias,  MPH' 


Abstract:  A detailed  retrospective  analysis  of  72 

patients  with  T|NoMo  vocal  cord  cancer  treated  at  the 
Radiotherapy  Department  of  the  Isaac  González  Martínez 
Oncologic  Hospital  in  San  Juan,  Puerto  Rico  from  January 
1960  to  December  1980  was  done.  The  majority  of  the 
patients  were  in  the  age  range  of  50  to  79  years  and  88% 
were  males.  All  patients  had  a minimum  follow  up  period  of 
five  years.  The  five-year  tumor -free  survival  was  81%,  the 
overall  five-year  survival  86%  and  the  determinate  five- 
year  survival  91%.  Thirteen  patients  had  local  failures,  ten 
of  whom  were  salvaged  by  surgery.  The  ultimate  local 
control  rate  was  96%.  The  median  time  to  recurrence  was 
25  months.  Second  cancers  were  diagnosed  in  12  patients 
during  follow  up. 

The  age-adjusted  incidence  rate  of  laryngeal  cancer 
in  the  male  population  in  Puerto  Rico  has  increased 
from  3.2  per  100,000  males  in  1950  to  7.4  per  100,000 
males  in  1984.'  Laryngeal  cancer  now  ranks  among  the 
most  common  tumor  in  our  male  population. 

Radiation  therapy  is  accepted  in  Puerto  Rico  as  the 
primary  treatment  modality  for  early  carcinoma  of  the 
vocal  cords,  offering  an  excellent  chance  for  cure  and 
preservation  of  voice.  Surgery  is  reserved  for  salvage  of 
local  failures. 

This  study  presents  a twenty-one  year  experience  in  the 
management  of  early  vocal  cord  tumors  (T,NoMo)  at  the 
Radiotherapy  Department  of  the  Isaac  González- 
Martinez  (IGM)  Oncologic  Hospital,  San  Juan,  Puerto 
Rico. 

Material  and  Methods 

The  records  of  443  patients  with  the  diagnosis  of 
laryngeal  cancer  treated  at  the  I G M Oncologic 
Hospital  from  January  1960  to  December  1980  were 


From  the  Radiation  Oncology  Deparimeni',  and  Otolaryngology,  Head 
and  Heck  Surgery  Department,  Isaac  González  Martinez  Oncologic- 
Hospital . G.P.O.  Box  1811,  Hato  Rey,  Puerto  Rico  00919 


reviewed.  Of  these,  72  were  classified  as  Stage  1 (T|NoMo) 
glottic  cancers,  and  treated  with  irradiation  as  a curative 
intent.  The  staging  was  done  using  the  1983  American 
Joint  Committe  (AJCC)  staging  system.^  A T,  classifi- 
cation of  the  primary  tumor  means  tumor  confined  to  the 
vocal  cords  (may  include  involvement  of  one  or  the  two 
vocal  cords,  with  or  without  anterior  or  posterior  com- 
missures extension)  with  normal  mobility. 

The  distribution  of  patients  by  age  and  sex  appears  in 
Table  I.  The  majority  of  the  patients  were  in  the  50  to  79 
age  groups.  Eighty-eight  percent  of  the  patients  were 
males.  Fifty-seven  patients  (79%)  used  to  smoke  heavily, 
and  61%  were  both  smokers  and  drinkers. 

TABLE  I 


Age  and  Sex  Distribution 


Age  Group  (Yr.) 

Male 

Female 

Total 

Percentage 

30-39 

2 

0 

2 

3 

40-49 

4 

0 

4 

6 

50-59 

17 

5 

22 

30 

60-69 

14 

3 

17 

24 

70-79 

24 

1 

25 

35 

80-89 

2 

0 

2 

3 

Total 

63 

9 

72 

100 

Median  Age 

67  yrs. 

58  yrs. 

65  yrs. 

All  patients  underwent  a complete  evaluation  by  the 
Otolaryngology  (OTO)  Head  and  Neck  Surgery  Depart- 
ment including  pandendoscopy.  Soft  tissue  x-rays  of  the 
neck  were  done  in  most  cases  and  laryngograms  in  some 
occasions.  In  eleven  of  the  cases  ( 15%)  both  vocal  cords 
were  involved  and  twenty-eight  patients  (39%)  showed 
involvement  of  the  anterior  commissure,  two  cases  had 
involvement  of  the  anterior  and  posterior  commissures 
and  there  was  no  case  with  invohement  of  the  posterior 
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commissure  alone.  All  patients  had  microscopic  diagnosis 
of  invasive  squamous  cell  carcinoma.  Twenty-nine 
tumors  were  grade  I,  twenty-two  grade  II,  three  grade  III 
and  in  eighteen  differentiation  was  not  stated  in  the 
pathology  report. 

Radiation  treatment  was  delivered  using  megavoltage 
equipment  (60  Cobalt  units)  except  in  one  case  who  was 
treated  with  a 250  KV  machine.  Half  of  the  patients  were 
treated  in  earlier  years  with  a Junior  Theratron  at  a 
source  skin  distance  (SSD)  of  55  cm  and  the  rest  at  an 
SSD  of  80  cm  with  a Theratron  80  unit.  The  technique  of 
irradiation  was  accomplished  by  using  lateral  parallel 
oppossed  open  fields  measuring  5 x 5 cm  or  6 x 6 cm  in  the 
majority  of  the  cases.  No  wedge  fields  were  used.  The 
radiation  dose  ranged  from  5800  rad  to  7000  rad  and 
most  of  the  patients  received  at  the  center  of  field  a dose 
of  6400  to  6600  rad  in  6 to  6 1/2  weeks. 

Results 

The  survival  rates  were  calculated  from  the  first  day  of 
radiation  treatment.  The  patients  who  died  of  inter- 
current disease  without  glottic  cancer  were  withdrawn 
from  the  risk  of  dying  from  glottic  cancer  in  the 
calculation  of  the  determinate  survival  rates.  The  overall 
5-year  survival  rate  was  86%  (62/72).  Survival  curves  are 
shown  in  Figure  1. 

Eighteen  percent  (13/72)  of  the  patients  had  local 
failure  due  to  recurrent  disease  as  depicted  in  Table  II. 
Seven  of  these  patients  were  treated  with  the  Junior 
Theratron  unit.  Six  tumors  were  grade  I,  six  grade  II  and 
in  one  differentiation  was  not  stated  in  the  pathology 
report.  The  median  time  to  recurrence  was  25  months. 


TABLE  III  LOCAL  FAILURES  AFTER  RADIOTHERAPY 


Sex 

Age 

Initial 

Location 

Radiation 

Dose(rad} 

Time  to 
Recurrence 
(Yrs :mos) 

Treatment 

for 

Recurrence 

Overall 

Survival 

(Yrs:mos) 

Status 

Comments 

M 

71 

Lt 

6000 

0:4 

Laryngof Issure 

2:7 

Do 

3 X 4 cm  field 
rotation 

M 

76 

Lt 

6000 

0:6 

Laryngof issure 

3:10 

Ds 

Ca  esophagus  on  death 
certificate 

F 

55 

Lt  & ant  & post 
commissures 

6400 

0:10 

Total  laryngectomy 

7:6 

A NED 

Subglottic  extension 
at  surgery 

H 

48 

Rt 

6000 

1:2 

Laryngof Issure 

16:3 

Ds 

Second  larynx  primary 
at  15:10 

M 

69 

Rt 

6100 

1:10 

Total  laryngectomy 

8:11 

Do 

Ca  larynx  in  death 
certificate 

M 

77 

Rt 

6600 

1:11 

Total  laryngectomy 

5:4 

Do 

- 

H 

59 

Lt 

6400 

2:1  and  3:9 

Total  laryngectomy 
& RND;  radiotherapy 
6 Chemotherapy 

5:9 

DWD 

Subglottic  extension  6 
cartilage  Invasion  at 
surgery 

H 

60 

Rt 

6600 

2:1 

Total  laryngectomy 

2:3 

“pc 

Post  operative  compli- 
cations; died  11  days 
after 

F 

56 

Lt 

6600 

2:4 

Total  laryngectomy 

4:0 

Do 

- 

M 

52 

Both  6 ant 

coomissure 

6600 

2:4 

Total  laryngectomy 

5:3 

A NED 

— 

M 

79 

Lt  & ant 
commissure 

6400 

2:9 

Total  laryngectomy 

14:2 

A NED 

“ 

M 

60 

Both 

6000 

4:3 

Laryngof issure 

21:10 

Ds 

Second  larynx  primary 
at  19:4 

Laryngectomy  & 
radiotherapy  & 
chemotherapy 

M 

74 

Lt  & ant 
coBBDlssure 

6400 

4:10 

Total  Laryngectomy 
& RND 

5:0 

“pc 

Post  operative  CVA 

31  days  after  surger/* 

“pc 

• Died  of  post  operative 

coopllcaclons 

Dq  • Died  second 

primary 

Dq  • Died  other  causes 
Dud  • Died  with  disease 


FIGURE  I SURVIVAL  CURVES 


85Z  Detemiiiute  Survival 
81X  Disease- Free  Survival 


61Z  Overall  Survival 


Local  Control 


Primary  controlled 
by  irradiation 
Local  failures 
Salvaged  by  surgery 
Ultimate  local  control 


No.  of  Patients  Percentage 


56/72 

13/72 

10* */13** 

69/72 


82 

18 

77 

96 


Median  time  to  recurrence  - 25  months. 

* Two  patients  with  late  second  primaries  in  larynx  counted  as 
salvages.  (15  years  - 19  years) 

Two  patients  died  from  post  operative  complications  not  counted 
as  salvaged. 
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A NED  • Alive  no  evidence  of  disease 


Ricardo  López-Mújica,  MD.  el  a¡ 


Vol.  79  Num.  5 


Eighthy-five  percent  (1 1/13)  of  the  recurrences  occurred 
within  3 years  after  radiation  therapy.  Seventy-seven 
percent  (10/13)  were  salvaged  by  surgery,  and  the 
ultimate  local  control  was  96%  (69/72).  Table  III  shows 
pertinent  data  of  the  patients  who  failed.  Of  thirteen 
patients  who  were  considered  as  local  failures,  two  died 
from  post  operative  complications:  one  of  them  from 
pneumonia  on  the  eleventh  post  total  laryngectomy  day 
and  the  other  from  a cerebrovascular  accident  after  a 
total  laryngectomy  and  right  radical  neck  dissection. 

Six  of  the  nine  patients  who  underwent  a total 
laryngectomy  as  soon  as  tumor  recurrence  was  detected 
were  salvaged.  The  two  patients  who  died  from  post 
operative  complications  were  not  counted  as  salvaged. 

In  one  patient  who  underwent  total  laryngectomy  and 
radical  neck  dissection  as  salvage  modality  the  tumor 
persisted,  and  it  is  important  to  notice  the  fact  that  the 
recurrent  tumor  in  the  surgical  specimen  was  found  to  be 
involving  the  subglottic  area  and  cricoid  cartilage,  the 
sixteen  nodes  recovered  were  negative;  but  he  developed 
recurrence  in  the  tracheostoma  and  tumor  progressed 
despite  additional  palliative  irradiation. 

The  remaining  four  patients  underwent  laryngofissure 
as  a more  limited  modality  of  treatment,  two  of  them 
developed  late  second  primaries  in  larynx  15  and  19  years 
after  initial  treatment  and  died  of  their  second  tumors  in 
larynx  after  total  laryngectomy. 

Important  to  mention  is  the  fact  that  one  of  the 
patients  who  failed  was  the  only  one  treated  with  an 
unconventional  rotational  technique  and  a very  small 
field  size  of  3 x 4 cm.  Ten  of  the  patients  which  recurred 
were  treated  with  field  size  greater  than  5x5  cm. 


There  were  only  two  significant  complications  after 
irradiation  which  required  tracheostomy  for  airway 
obstruction.  One  of  the  patients  developed  edema  of 
larynx  after  irradiation  (6600  rad  in  33  fractions  delivered 
with  the  Theratron  80  ®°Cobalt  unit,  7 x 7 cm  field, 
calculated  at  2.5  cm  depth)  and  required  emergency 
tracheostomy  3 months  later.  She  subsequently  developed 
underwent  salvage  surgery  (total  laryngectomy)  and 
underwent  salvage  surgery  (Total  Laryngectomy)  and 
died  of  intercurrent  disease  4 years  after  initial  treatment. 

The  second  patient  developed  laryngeal  fibrosis  and 
glottic  stenosis  4 years  after  irradiation  (6400  rad  in  32 
fractions  delivered  with  the  Junior  Theratron  ^“Cobalt 
unit,  6x6  cm  field,  dose  calculated  at  4 cm  depth).  She  is 
alive  without  evidence  of  diasease  12  years  after 
treatment. 

The  transient  hoarseness  and  occasional  laryngeal 
edema  after  radiotherapy  were  controlled  with  adequate 
voice  rest.  The  remain  of  the  patients  had  good  preser- 
vation of  voice. 

Twelve  second  malignancies  were  detected  on  follow 
up;  Table  IV  describes  the  different  sites.  Death  certi- 
ficate was  the  only  source  of  information  in  two  of  the 
three  cases  diagnosed  as  esophageal  second  primaries. 
The  median  time  to  the  development  of  a second  primary 
tumor  was  3 and  a half  years. 

Discussion 

There  are  several  large  series  reporting  the  success  of 
radiation  therapy  in  the  management  of  early  vocal  cord 
carcinoma  (Stage  T|No  and  also  TjNq).^"'’  The  preser- 


TABLE  IV  SECOND  PRIMARIES 


Sex 

Age 

Smoking 

Alcohol 

Time  to 

Second  Primary 
(Yrsimos) 

Second  Primary 

Overall 

Survival 

(Yrs:mos) 

Status 

Cotnmments 

M 

B3 

Yes 

No 

0:0 

Basal  Cell  Ca  Tip  Nose 

7:4 

Do 

NED  Larynx 

M 

61 

Yes 

Yes 

0:1 

M/3  Esophagus 

1:5 

Do 

Died  of  second  primary 

NED  Larynx 

M 

78 

Yes 

Yes 

1:2 

Nasal  Vestibule 

13:3 

Ds 

Died  of  second  primary 
with  neck  metastasis 
Smoked  cigars 

M 

74 

Yes 

Yes 

1:6 

Esophagus  on  death 
certificate 

1:6 

Ds 

NED  Larynx  on  last 
follow  up 

M 

54 

Yes 

Yes 

2:10 

Lung 

3:4 

Ds 

Died  of  second  primary 

NED  Larynx 

M 

51 

Yes 

Yes 

3:3 

Floor  of  mouth 

8:7 

Ds 

Died  of  second  primary 

NED  Larynx 

M 

76 

Yes 

Yes 

3:  10 

Esophagus  on  death 
certificate 

3:10 

Ds 

Local  failure  Larynx 
at  0:6*NED  on  last 
follow  up 

M 

57 

Yes 

Yes 

4:6 

Base  of  Tongue 

5:8 

Ds 

Died  of  second  primary 

NED  Larynx 

M 

67 

Yes 

Yes 

5:8 

Bladder 
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vation  of  an  essentially  normal  voice  is  an  advantage  of 
radiotherapy  over  surgery.  Most  of  the  failures  after 
irradiation  may  be  salvaged  by  surgery,  and  on  occasions 
by  even  a limited  procedure  with  the  preservation  of 
good  speech.  The  five-year  cure  rates  for  T,No  lesions 
range  from  80  to  98%  as  described  by  Bosch  et  al.’  In  our 
series,  the  5-year  determinate  survival  rate  is  91%  which 
is  comparable  to  other  published  series. 

The  reported  failure  rates  in  glottic  carcinoma  Stage 
T,No  ranges  from  9 to  21%.^"®  In  this  series,  the 
recurrence  rate  is  18%  and  85%  of  the  recurrences 
occurred  withing  3 years  after  radiation  therapy,  which  is 
similar  to  the  results  reported  in  the  literature.  The  median 
time  to  recurrence  was  25  months.  Salvage  is  achieved  by 
surgery  in  a high  percentage  of  local  failures.’^  In  our  series 
77%  of  the  local  failures  were  controlled  by  surgery  and 
the  majority  of  them  had  laryngectomy. 

Continued  close  follow  up  of  these  patients  is 
mandatory  to  diagnose  recurrences  and  to  detect  second 
malignancies  in  early  stages. 


Resumen:  Se  llevó  a cabo  un  análisis  detallado 

retrospectivo  de  72  pacientes  con  cáncer  de  cuerda  vocal 
estadio  TiNqMq  tratados  en  el  Departamento  de  Radiote- 
rapia del  Hospital  Oncológico  Isaac  González  Martinez  en 
San  Juan,  Puerto  Rico  desde  enero  de  1960  hasta  diciembre 
de  1980.  La  edad  de  la  mayoría  de  los  pacientes  fluctuaba 
de  50  a 79  años  y el  88%  eran  varones.  Todos  los  pacientes 
tuvieron  un  periodo  de  seguimiento  mínimo  de  cinco  años. 
La  sobrevida  global  a cinco  años  fue  de  un  86%.  Trece 
pacientes  tuvieron  recidiva  local  del  tumor  de  los  cuales 
diez  fueron  rescatados  mediante  cirugía.  El  control  local 
final  fue  de  un  96%.  El  tiempo  medio  para  recidiva  fue  de  25 
meses.  Se  diagnosticaron  segundos  tumores  primarios 
en  12  pacientes  durante  el  seguimiento.  Los  resultados 
de  este  estudio  confirman  el  valor  de  la  radioterapia  como 
modalidad  de  tratamiento  primario  para  el  cáncer 
temprano  de  las  cuerdas  vocales  ofreciendo  una  excelente 
curabilídad  y preservación  de  la  voz. 
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Abstract:  Schistosoma  mansoni  soiuble  egg  antigen 

(SEA)  as  weii  as  the  subset  of  antigens  involved  in  the 
circumoval  precipitin  (COP)  reaction  and  isolated  by 
immunoaffinity  chromatography  were  tested  in  ELISA  and 
analyzed  as  to  their  reactivities  with  the  serum  from 
humans  with  confirmed  schistosomiasis  mansoni,  fascio- 
liasis,  or  trichinosis.  All  sera  reacted  with  SEA  and  COP 
confirming  the  presence  of  cross-reacting  antibodies.  In 
general,  the  sera  from  humans  with  schistosomiasis  and 
fascioliasis  had  greater  reactivities  with  SEA  than  with  the 
COP  antigens,  whereas  the  human  trichinosis  sera  had 
higher  reactivities  with  the  COP  antigens  than  with  SEA. 

The  circumoval  precipitin  test  (COPT),  a qualitative 
serologic  test  for  schistosomiasis  originally  des- 
cribed by  Oliver-Gonzalez’  was  found  in  a combined 
study  in  Puerto  Rico  to  have  high  sensitivity  and  specifi- 
city to  detect  human  schistosomiasis  mansoni.^’  ^ 
However,  the  COP  test  has  not  received  wide  acceptance 
by  investigators  for  the  immunodiagnosis  of  human 
schistosomiasis  mansoni  because  of  the  lack  of  quantita- 
tion and  the  difficulties  in  standardizing  different  egg 
preparations.  Moreover,  in  areas  of  low  endemicity, 
performing  large  numbers  of  COP  tests  would  result  in 
large  numbers  of  negative  readings  making  the  test  tedious 
at  best.  Our  approach  to  attempt  to  resolve  this  problem 
consisted  in  isolating  the  antigens  involved  in  the 
formation  of  the  circumoval  precipitates  in  the  COP  test 
and  to  apply  these  antigens  to  a quantitative  test  such  as 
the  ELISA.  By  the  use  of  Protein-A  Sepharose  gels  the 
immune  complexes  involved  in  the  formation  of  the 
circumoval  precipitates  were  isolated.  These  immune 
complexes  were  then  inoculated  into  rabbits  and  a serum 
(denoted  as  antiCOP)  was  developed  which  formed 
circumoval  precipitates  when  incubated  with  S.  mansoni 
eggs  and  also  recognized  4 antigens  in  an  5.  mansoni 
soluble  egg  antigen  (SmSEA)  prepara tion."*  Subsequently, 
the  IgG  was  isolated  from  the  anti-COP  serum,  coupled 
to  a CNBr-Sepharose  gel  and  used  to  isolate  by  affinity 
chromatography  the  COP  antigens  contained  in  crude 
SmSEA.  The  COP  antigens  as  isolated,  when  tested  in  the 
ELISA,  successfully  detected  a primary  murine  infection 
with  S.  mansoni  by  4 weeks  post-exposure,  but  resulted 
less  sensitive  than  crude  SmSEA. ^ Application  of  these 
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antigens  to  a solid  phase  radioimmunoassay  has  proven 
useful  for  the  detection  of  antibodies  ioS.  mansoni ’\r\  the 
Dominican  Republic.^’  ’ 

In  the  present  study  we  further  evaluate  the  serodiag- 
nostic  potential  of  the  COP  antigens  by  testing  their 
immunologic  specificity  by  ELISA. 

Materials  and  Methods 

S.  mansoni  SEA  and  COP  antigens  were  isolated 
exactly  as  described  in  Hillyer  and  Rivera  Marrero.^  Sera 
were  obtained  from  Puerto  Ricans  with  confirmed 
infections  with  S.  mansoni  (n=9)  or  F.  hepático  (n=3). 
Sera  from  patients  with  confirmed  trichinosis  (n=6)  were 
kindly  donated  by  Dr.  Shirley  E.  Maddison  (Centers  for 
Disease  Control,  Atlanta,  Georgia). 

The  ELISA  was  done  using  SEA  or  COP  antigens  at  a 
protein  concentration  of  3.5  pg/ml,  and  the  human  sera 
were  tested  at  1:40  dilutions,  with  the  procedure  as 
described  in  Hillyer  and  Rivera-Marrero.^ 

Results  and  Discussion 

As  can  be  seen  in  the  Figure  the  serum  of  7 of  9 patients  with 
schistosomiasis  mansoni  had  a higher  reactivity  with 
SmSEA  than  with  SmCOP.  In  these  patients  the  average 
difference  in  the  absorbance  values  between  SmSEA  and 
the  SmCOP  antigens  was  0.18  OD.  This  difference  in 
sensitivity  between  the  crude  SmSEA  and  the  purified 
SmCOP  antigens  has  been  observed  before^  and  could  be 
due  to  the  loss  of  some  activity  during  the  purification 
process  of  the  SmCOP  antigens. 

In  order  to  compare  the  serologic  specificity  of  the 
SmCOP  antigens  with  crude  SmSEA,  both  antigen  pre- 
parations were  tested  against  the  serum  of  3 patients 
infected  with  F,  hepático  and  6 patients  infected  with 
7.  spiralis.  As  shown  in  the  figure,  the  3 patients  infected 
with  F.  hepático  had  the  highest  reactivity  with  SmSEA.  In 
these  patients  the  ELISA  absorbance  values  with  SmSEA 
were  an  average  0.14  OD  higher  than  the  absorbance 
values  obtained  with  the  SmCOP  antigens.  This  finding 
of  cross-reactivity  in  the  ELISA  of  SmSEA  with  the 
serum  of  patients  infected  with  F.  hepático  was  also 
shown  by  Hillyer  and  Gomez  de  Rios.*  Our  finding  of 
lower  cross-reactivity  of  the  SmCOP  antigens  with  the 
F.  hepático  infected  serum  is  of  interest  in  view  of  the  fact 
that  the  serum  of  neither  mice  nor  humans  infected  with 
F.  hepático  react  with  S.  mansoni  eggs  in  the  circumoval 
precipitin  reaction’’  although  they  both  do  react  with 
SmSEA  in  the  ELISA.*’  ’ 
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INFECTED  SERA 

Figure  1.  ELISA  absorbance  values  obtained  when  the  sera  (at  1/40 
dilution)  of  patients  with  Trichinella  spiralis  Fasciola  hepático  (7-9), 
and  Schistosoma  mansoni  (10-18)  were  tested  against  the  SmCOP 
antigens  (shaded  bars)  and  SmSEA  (unshaded  bars)  at  3.5pg/ml.  The 
absorbance  value  for  the  normal  human  serum  was  0.25 


In  contrast  to  the  above,  with  the  serum  of  patients 
infected  with  T.  spiralis  we  found  that  in  5 of  the  6 
patients  the  reactivity  to  SmCOP  was  an  average  0.25  OD 
higher  than  with  SmSEA.  These  results  are  in  agreement 
with  the  observation  that  the  serum  of  humans  with 
trichinosis  often  react  with  S.  mansoni  eggs  yielding  a 
positive  circumoval  precipitin  reaction."  More  recently 
Aronstein,  et  al  detected  a major  200  KD  S.  mansoni 
antigen,  expressed  in  cercariae,  adult  worms  and  eggs, 
and  which  cross-reacts  with  T.  spiralis  and  F.  hepática. 
Moreover,  partial  proteolytic  digest  mapping  with 
monoclonal  antibody  markers  defined  a 20  KD  S. 
mansoni/F.  hepatica/T.  spiralis  cross-reactive  epitope  and 
a 14  kD  A.  mansoni/F.  hepática  cross  reactive  epitope." 
This  type  of  molecular  definition  will  greatly  aid  in 
describing  the  nature  of  the  cross-reactivity. 

Additional  studies  are  required  to  identify  the  major, 
specific  COP  antigen(s),  as  well  as  the  cross-reactive 
components,  for  the  better  definition  of  serodiagnostic 
reagents.  Some  have  already  begun  to  be  characterized. 
For  example,  CEF-6,  a cationic  fraction  of  S.  mansoni 
SEA  is  composed  of  two  antigenic  components:  o< , 
and  Antisera  to  CEF-6,  <=<  , or  , all  give 

positive  COP  reactions  when  incubated  with  S.  mansoni 
eggs.  Moreover,  CEF-6  shows  greater  specificity  than 
SEA  in  that  it  does  not  react  against  the  serum  of  rabbits 
immunized  with  heterologous  parasitic  helminth  extracts 
including  Clonorchis  sinensis.  Fasciola  hepática,  Parago- 
nimus  westermani,  and  Frichinella  spiralis.'^  Whether  a 
specific  COP  antigen  or  a cocktail  of  specific  COP 
antigens  applied  to  high  throughput,  systems  such  as 
ELISA  or  RIA  will  be  the  optimal  serodiagnostic  test  for 
the  immunodiagnosis  of  human  schistosomia.sis  mansoni 
remains  to  be  determined.  Studies  to  elucidate  this  are  in 
progress. 

Resumen:  Los  antigenos  solubles  de  huevos  (SLA)  de 

Schistosoma  mansoni,  así  como  aquellos  componentes  de  la 
precipitación  circumoval  (C  OP)  fueron  aislados  por 
cromatografía  de  afinidad.  Estos  antígenos  fueron  analiza- 
dos usando  un  inmunoensayo  (ELISA)  para  medir  su 
reactividad  con  el  suero  de  pacientes  infectados  con  schisto- 


somiasis mansoni,  fascíoliasis  o trichinelosis.  Todos  los 
sueros  reaccionaron  con  SEA  y COP,  confirmando  así  la 
presencia  de  anticuerpos  cruzantes.  En  general,  los  sueros 
de  pacientes  con  schistosomiasis  y fascíoliasis  reaccionaron 
con  más  intensidad  con  los  antígenos  SEA  que  con  COP. 
Entretanto,  sueros  de  pacientes  con  trichinelosis  tenían  una 
reactividad  alta  con  los  antígenos  COP  que  con  SEA. 
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ISOPTIN^ 


(veropamil  HCI/Knoll) 

240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  Uve  with 


*A  product  of  Knoll  research. 
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Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTirSR 
jyerapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock.  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  In  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  In  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  In  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  0 C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or.  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  popuiation. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  In  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI).  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g.,  vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  ieveis  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  Is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8.4%.  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%. 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1,0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash.  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVEROOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783)  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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Female  and  Male  Sterilization  in  Puerto  Rico 
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Abstract:  Sterilization  is  the  preferred  contraceptive 

method  of  Puerto  Rican  married  couples  (46%),  Although 
the  prevalence  of  female  sterilization  is  by  far  higher  than 
male  sterilization,  male  sterilization  has  increased  since 
1968.  The  characteristics  of  sterilized  women  and  those 
who  report  that  their  spouses/partners  are  sterilized  were 
compared.  Results  indicate  that  more  women  in  the  latter 
group  have  a higher  education,  live  in  a metropolitan  area, 
married  older,  have  less  children,  and  have  their  children  at 
an  older  age  than  sterilized  women. 

Puerto  Rico  has  one  of  the  highest  rates  of  female 
sterilization  in  the  world.'  Female  sterilization  has 
been  a decisive  factor  in  lowering  the  fertility  rate  in 
Puerto  Rico  as  well  as  the  rate  of  growth  of  the 
population.^  This  family  planning  practice  began  in 
Puerto  Rico  in  1930  and  continued  to  increase  rapidly 
until  1968  (Table  I).  Presser^  reports  that  in  the  early  60’s 


this  rate  almost  doubled,  as  he  found  thirty  two  percent 
of  all  ever  married  women  20  to  49  years  of  age  were 
sterilized.  In  more  recent  years,  sterilization  has 
continued  to  increase  but  at  a lower  pace.'»  ^ 

The  Puerto  Rico  Fertility  and  Family  Planning 
Assessment  (PRFFPA)  conducted  in  1982  shows  that  the 
overall  level  of  contraceptive  use  in  Puerto  Rico  has  been 
stable  since  1976  (64%).  However,  the  prevalence  of  both 
male  and  female  sterilization  had  increased  by  1982. 
Contrary  to  what  was  expected  by  researchers,^  the  use  of 
oral  contraceptives  had  decreased  (Table  I).  Results  of 
the  National  Survey  of  Family  Growth"'  in  the  United 
States  indicated  that  21.9  percent  of  the  women  15  to  44 
years  of  age  were  sterilized,  while  10.9  percent  of  the 
respondents  reported  that  their  partners  were  sterilized. 
Although  male  sterilization  in  Puerto  Rico  is  lower  than 
in  the  United  States,  the  rate  reported  by  the  PRFFPA 
study  surpasses  the  rates  for  other  Latin  American 


Table  I 

Prevalence  of  Sterilization  and  Other  Methods  of  Contraception  Used  for 
Ever  Married  Women  in  Puerto  Rico 


Percent 


Year 

Study 

Ages 

Current 

Users 

Steri- 

lized 

Female 

Steri- 

lization 

Male 

Steri- 

lization 

Pill 

lUD 

Other 

1947 

Hatt 

15-49 

— 

6.6 

— 

— 

— 

— 

— 

1953 

Hill, 

20-49 

— 

16.5 

— 

— 

- 

— 

- 

1965 

et  al. 
Presser 

20-49 

31.9 

1968 

Vazquez 

15-49 

60.0 

35.5 

34.1 

1.4 

11.3 

1.6 

11.6 

1974 

Clapp 

15-49 

61.1 

28.5 

- 

- 

20.0 

3.6 

9.0 

1976 

& Mayne 
Vázquez 

15-44 

64.6 

38.2 

35.4 

2.8 

12.7 

3.4 

10.3 

1982 

& Morales 
PRFFPA 

15-49 

64.1 

40.6 

38.6 

4.0 

7.7 

3.6 

10.2 

--  Not  reported  or  not  available  from  the  study 
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countries.^ 

In  Puerto  Rico  family  planning  and  fertility  has  been 
one  of  the  most  studied  subjects  by  researchers.  However, 
these  studies  have  been  mainly  concerned  with  female 
sterilization.  No  information  is  available  to  further  the 
understanding  of  this  surgical  intervention  among  males. 
The  lack  of  information  on  male  sterilization  in  Puerto 
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Rico  might  be  due  to  the  void  of  family  planning  studies 
with  a sufficiently  large  sample  size  to  yield  reliable  data 
about  this  group.  Although,  we  are  aware  of  the  fact  that 
the  number  of  female  sterilizations  in  the  PRFFPA  study 
in  much  higher  than  male  sterilizations,  the  number  of 
female  respondents  that  report  that  their  spouses  are 
sterilized  comprise  a large  enough  group  so  as  to  be 
compared  with  the  group  of  women  that  report  to  be 
sterilized. 

The  analysis  reported  in  this  paper  is  purely  descriptive 
and  aims  to  detect  the  relationship  of  a set  of  independent 
variables  with  male  and  female  sterilization.  The 
independent  variables  include:  educational  attainment, 
age  of  first  marriage,  number  of  births,  age  at  first  birth, 
and  area  of  residence. 

Methods 

The  data  for  the  analysis  were  collected  from  a survey 
sponsored  by  the  National  Institute  of  Mental  Health. 
The  Puerto  Rican  Fertility  and  Family  Planning  Survey 
was  a collaborative  endeavor  of  the  Center  for  Socio- 
medical and  Evaluation  Research,  University  of  Puerto 
Rico,  Medical  Sciences  Campus,  and  the  Centers  for 
Disease  Control  at  Atlanta.  The  PRFFPA  employed  a 
two-stage  disproportionate  stratified  cluster  design  to 
select  a sample  of  4,500  households  throughout  the  island 
of  Puerto  Rico.  The  sample  represented  the  civilian  non- 
institutionalized  population  of  women  15-49  years  of  age 
residing  in  Puerto  Rico.  There  were  3,175  completed 
interviews  yielding  a completion  rate  of  91  percent.  The 
data  have  been  weighted  to  adjust  for:  (1)  nonresponse  at 
both  the  household  and  individual  levels,  and  (2)  post- 
strata adjustments  for  age  and  residence,  based  on  the 
1980  Census  figures  and  population  estimates  for  Puerto 
Rico  in  1982. 

Surgical  sterilization  for  contraceptive  purposes  was 
established  based  on  three  specific  questions:  “Have  you 
or  your  spouse/partner  ever  had  an  operation,  or  more 
than  one  operation,  that  makes  it  impossible  for  you  to 
have  children?;  “What  type  of  operation(s)  did  you  or 
your  spouse/partner  have?;  and  “Was  this  operation 
done,  at  least  in  part,  so  that  you  would  not  have  any 
more  children?  The  first  two  questions  identified  female 
and  male  sterilizations  while  an  affirmative  response  to 
the  third  question  specified  if  it  had  been  performed  for 
contraceptive  purposes. 

For  the  purpose  of  this  paper,  education  is  reported  for 


the  following  groups:  none  through  eight  grade,  ninth 
through  eleventh  grade,  high  school,  some  college,  and 
bachelor  degree  or  more.  Age  at  first  marriage,  and  age  at 
first  birth,  is  classified  14  or  less,  15  to  17,18  to  19,  20  to 
21,  22  to  24,  and  25  or  more.  Results  are  reported  for  each 
Standard  Metropolitan  Statistical  Area  (SMSA),  as 
defined  by  the  Census,  and  non-metropolitan  statistical 
areas.  Respondents  are  identified  as  currently  married  if 
they  respond  affirmatively  to  being  legally  married  or 
living  with  someone  without  legal  union. 

Results 

The  distribution  of  Puerto  Rican  married  women  by 
contraceptive  status  and  type  of  contraceptive  method  is 
shown  in  Table  II.  The  data  demonstrate  that  the  great 
majority  of  women  use  contraceptives  (70%).  Steriliza- 
tion is  by  far  the  preferred  contraceptive  method  with 
46%,  followed  by  oral  contraceptives,  with  only  8 
percent.  It  is  worth  noting  that  male  sterilization  shows 
the  same  popularity  as  the  rhythm,  which  is  the 
prescribed  method  of  the  Catholic  church. 

The  rate  of  female  sterilization,  as  depicted  in  Table 
III,  is  higher  among  less  educated  women.  This  rate 


Table  II 


Percent  Distribution  of  Contraceptive  Use  Status  and 
Method  for  Currently  Married  Women  15  to  49  Years 


Current  Users 

70 

Female  sterilization 

41 

Male  sterilization 

5 

Pill 

8 

lUD 

4 

Rhythm 

5 

Condom 

4 

Other 

3 

Nonusers 

30 

Pregnancy  related 

13 

Not  sexually  active 

6 

At  risk 

11 

Total  N 

(1,798) 

Table  III 


Percent  Distribution  of  Currently  Married  Women  15  to  49  Years  by 
Sterilization  Status  According  to  Educational  Level 


Sterilization 

0-8 

9-11 

High 

13-15 

Bachelor 

Status 

grade 

grade 

School 

grade 

or  more 

Female  Sterilization 

52.69 

42.74 

45.33 

31.63 

25.46 

Not  Sterilized 

44.48 

54.12 

49.66 

61.99 

64.35 

Male  Sterilization 

2.83 

3.14 

5.01 

6.38 

10.19 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

(670) 

(255) 

(439) 

(392) 

(216) 
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declines  steadily  with  increase  in  level  of  education. 
However,  the  rate  of  male  sterilization  increases  in  the 
higher  educational  groups.  Results  indicate  that  10.19% 
of  the  partners  of  women  with  a bachelor  or  higher  degree 
are  sterilized. 

The  practice  of  male  and  female  sterilization  varies  for 
different  SMSA’s.  The  areas  of  Caguas  and  Ponce  show 
the  highest  rate  of  male  sterilization.  Ponce,  different 
from  Caguas,  has  the  lowest  rate  of  female  sterilization 
among  all  SMSA’s.  It  is  worth  noting  that  San  Juan,  the 
capital  of  the  Island,  has  the  second  lowest  rate  of  female 
sterilization  (Table  IV). 

Table  V shows  that  the  rate  of  sterilization  is  higher 
among  women  who  married  young  (17  years  or  less).  As 
the  age  of  first  marriage  increases  the  rate  of  female 
sterilization  decreases.  Contrary  to  female  sterilization. 


the  prevalence  of  male  sterilization  is  higher  among  the 
group  that  married  older  (20  years  or  more). 

Although  female  sterilization  increased  after  three 
births  or  more,  a different  pattern  was  identified  for  male 
sterilizations.  Table  VI  shows  a higher  prevalence  of  male 
sterilizations  among  the  groups  with  two  or  three  live 
births — 5.46  percent  and  6.83  percent  respectively.  This 
percentage  decreases  for  the  groups  with  four  live  births 
or  more. 

Another  variable  considered  in  this  analysis  is  age  of 
the  women  at  first  birth  (Table  VII).  While  female  steri- 
hzation  is  highest  among  the  groups  that  had  their  first 
birth  between  15  to  21  years,  male  sterilization  is  highest 
among  the  groups  that  had  their  first  birth  at  22  years  or 
more. 


Table  IV 


Percent  Distribution  of  Currently  Married  Women  15  to  49  Years  by 
Sterilization  Status  According  to  Place  of  Residence 


Sterilization 

Status 

San  Juan 

Ponce 

Caguas 

Arecibo 

Non  Metro- 
politan 
Mayaguez  Areas 

Female  sterilization 

37.45 

31.29 

46.21 

48.91 

46.51 

48.46 

Not  sterilized 

57.  67 

59.51 

43.94 

48.91 

51.16 

47.93 

Male  sterilization 

4.88 

9.20 

9.85 

2.18 

2.33 

3.61 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

(737) 

(163) 

(132) 

(92) 

(129) 

(747) 

Table  V 


Percent  of  Currently  Married  Women  15  to  49  Years  by 
Sterilization  Status  According  to  Age  at  First  Marriage 


Sterilization 

Status 

14  or 
less 

15-17 

18-19 

20-21 

22-24 

25  or 

more 

Female  sterilization 

47.62 

48.28 

43.78 

43.23 

39.48 

31.08 

Not  sterilized 

52.  38 

49.19 

51.91 

50.26 

53.51 

62.16 

Male  sterilization 

0.00 

2.53 

4.31 

6.51 

7.01 

6.76 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

(126) 

(435) 

(418) 

(384) 

(385) 

(222) 

Table  VI 


Percent  Distribution  of  Currently  Married  Women  15  to  49  Years  by 


Sterilization  Status  According  to  Number  of  Birtbs 


Sterilization 

Status 

One 

Birth 

Two 

Births 

Three 

Births 

Four 

Births 

Five  Births 

or  more 

Female  sterilization 

2.37 

38.98 

64.14 

68.31 

58.49 

Not  sterilized 

95.59 

55.56 

29.03 

27.57 

36.48 

Male  sterilization 

2.04 

5.46 

6.83 

4.12 

5.03 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

(295) 

(531) 

(527) 

(243) 

(159) 

187 


Female  and  Male  Slerilization  in  Puerto  Rico 


Bol.  Asoc.  Med.  P.  Rico  - Mayo  1987 


Table  VII 

Percent  Distribution  of  Currently  Married  Women  15  to  49  Years  by 
Sterilization  Status  According  to  Age  at  First  Birth 

Sterilization  14  or  25  or 


Status 

less 

15-17 

18-19 

20-21 

22-24 

more 

Female  sterilization 

40.00 

50.48 

50.00 

51.11 

45.62 

36.83 

Not  sterilized 

60.00 

46.33 

46.41 

44.72 

46.54 

56.59 

Male  sterilization 

0.00 

3.. 19 

3.59 

4.17 

7.84 

6.58 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

(25) 

(313) 

(334) 

(360) 

(434) 

(334) 

Summary/Discussion 

The  high  prevalence  of  sterilization  as  a contraceptive 
method  in  Puerto  Rico  can  be  interpreted  as  the  result  of 
an  interaction  of  historical,  religious,  economic  and 
social  forces.  Puerto  Rico  has  a long  history  of  sterili- 
zation. This  contraceptive  method  began  in  1930,  when 
Puerto  Rican  women  had  a great  need  to  control  their 
family  size.  It  was  a time  when  Puerto  Rico  was  a rural, 
poverty  stricken  society.  The  powerful  opposition  of  the 
Catholic  church  and  the  government  forced  women  to  go 
to  private  services  for  help  in  controlling  their  fecundity.® 
Women  with  many  children  were  in  search  of  a method 
that  could  assure  them  that  they  would  not  have  another 
pregnancy.  At  that  time,  sterilization  was  the  answer  to 
their  needs.  As  of  yet,  no  other  method  has  been  able  to 
surpass  the  advantages  of  sterilization  as  a contraceptive 
method.  Although  some  researchers  hypothesized  that 
the  introduction  of  the  contraceptive  pill  would  lower  the 
practice  of  sterilization,  that  has  not  been  the  case  in 
Puerto  Rico.  This  analysis  suggests  that  for  the  near 
future,  female  sterilization  will  prevail  as  the  preferred 
contraceptive  method  among  Puerto  Rican  women. 
However,  as  the  educational  level  of  Puerto  Ricans 
continues  to  rise,  it  is  expected  that  couples  will  marry 
later,  will  have  children  at  later  years,  will  have  fewer 
children,  and  male  sterilization  will  become  more 
prevalent.  The  high  prevalence  of  male  sterilization  in 
Ponce,  a supposedly  very  traditional  city,  surprised  many 
investigators.  However,  according  to  knowledgeable 
informants,  Ponce  had  a very  strong  public  male  sterili- 
zation program,  around  the  70.5%,  which  might  mean 
that  educational  and  service  programs  can  impact  the 
most  strong  cultural  ideologies  such  as  the  supposedly 
“macho”  complex  of  the  Puerto  Rican  society. 

Resumen:  La  esterilización  es  el  método  contraceptivo 

preferido  por  las  parejas  puertorriqueñas  (46%).  Aunque  la 
prevalencia  de  la  esterilización  femenina  es  mayor  que  la 
esterilización  masculina,  la  esterilización  masculina  ha 
aumentado  desde  el  1968.  Se  compararon  las  características 
de  las  mujeres  esterilizadas  y aquellas  que  reportan  que  sus 
esposos/compañeros  están  esterilizados.  Los  resultados 
indican  que  un  mayor  número  de  mujeres  en  el  segundo 
grupo  tienen  un  nivel  más  alto  de  educación  viven  en  el  área 
metropolitana,  tenían  más  edad  al  casarse,  tienen  menos 
hijos  y tenían  más  edad  cuando  nacieron  sus  hijos  que  las 
mujeres  esterilizadas. 
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Abstract:  High  numbers  of  total  and  fecal  coliform 

bacteria  have  been  detected  in  pristine  streams  and  in  water 
samples  collected  from  epiphytic  vegetation  30  feet  above 
ground  in  the  rain  forest  of  Puerto  Rico.  Identification  of 
fecal  coliform  isolates  demonstrated  the  presence  of 
Escherichia  coli  in  these  samples.  Nucleic  acid  (DNA) 
analysis  indicated  that  the  guanosine  + cytosine  content  of 
the  environmental  isolates  was  identical  to  that  of  clinical 
isolates  of  E.  coli.  Diffusion  chamber  studies  with  E.  coli  at 
several  freshwater  sites  revealed  that  this  bacterium  can 
survive  indefinitely  in  most  freshwaters  in  Puerto  Rico. 
An  evaluation  of  methods  for  the  enumeration  of  fecal 
conforms  showed  that  currently  used  media  have  poor 
reliability  as  a result  of  large  numbers  of  false  positive  and 
false  negative  results  when  applied  to  Puerto  Rican 
environmental  water  samples.  Based  on  these  findings  total 
and  fecal  coliform  bacteria  may  not  be  reliable  indicators  of 
recent  biological  contamination  of  waters  in  Puerto  Rico  or 
other  tropical  areas. 

The  role  of  drinking  and  other  types  of  water  as 
disease  vectors  has  been  well  documented.’  Many 
pathogens  and  opportunistic  pathogens  can  be  found  in 
polluted  and  unpolluted  waters  (some  of  the  most 
common  ones  are  shown  in  Tables  I and  II),  although  not 
all  of  these  have  been  linked  to  waterborne  disease  many 
of  them  have  been  found  in  Puerto  Rico.  It  has  been  esti- 
mated that  up  to  five  million  people  die  each  year  from 
waterborne  diseases  worldwide.^  Many  of  these  deaths 
may  be  as  a result  of  drinking  biologically  contaminated 
water.  Many  waterbone  outbreaks  of  gastroenteritis  and 
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Table  I 

Bacterial  Pathogens  and  Opportunistic  Pathogens  Present  in  Waters 


Organism  Disease  inlectio 

Dose 


Acinetobacter  calcoaceticus 

Nosocomial  Infections 

7 

*Aeromonas  hvdrophila 

Enteritis,  Wounds 

7 

*A.  sobria 

Enteritis,  Wounds 

7 

*A.  caviae 

Enteritis,  Wounds 

7 

*Chromobacterium  violaceum 

Enteritis 

7 

*Citrobacter  spp. 

Nosocomial  Infections 

7 

*Enterobacier  spp. 

Nosocomial 

7 

♦Escherichia  coli  serotypes 

Enteritis 

>10«CFU» 

Flavobacterium  menineoseoticum 

Nosocomial,  Meningitis 

7 

Franeisella  tularensis 

Tularemia 

rocFU 

Fusobacierium  necronhorum 

Liver  abscesses 

106  CFU 

♦Klebsiella  nneumoniae 

Nocosomial.,  Pneumonia 

7 

♦Lentosnira  icterohaemorrhaeia 

Leptospirosis 

7 

♦Le2Íonella  nneumophila 

Legionellosis 

>10  CFU 

♦Morganella  morpanii 

Urethritis,  Nosocomial 

7 

♦Mvcobacierium  tuberculosis 

Tuberculosis 

7 

M . marin\im 

Granuloma 

7 

♦Plesiomonas  shieelloides 

Enteritis 

7 

Pseudomonas  oseudomallei 

Meliodosis 

7 

♦Salmonella  enteritidis 

Enteritis 

>106  CFU 

♦S.  montevideo  B 

Salmonellosis 

7 

S.  paratyphi  A&B 

Paratyphoid  Fever 

7 

*S..  tvphi 

Typhoid  Fever 

105  CFU 

*S.  tvohimurium 

Salmonellosis 

>105  CFU 

♦Serratia  marcescens 

Nosocomial 

7 

♦Staobvlococciis  aureus 

Wounds,  Food  poisoning 

7 

Vibrio  alpinolvticus 

Wounds 

7 

♦V.  cholerae 

Cholera  dysentery 

103  CFU 

*V.  parahaemolvticus 

Enteritis 

105  CFU 

♦V.  vulnificus 

Wound  Infections 

7 

♦Yersinia  enterocolitica 

Enteritis 

10  CFU 

♦Found  in  Puerto  Rico,  adopted  from  Dufour?'  and  Grimes^^ 

^ CPU  - Colony  Forming  Units 


hepatitis  A have  been  described  in  the  literature. Since 
many  pathogenic  organisms  can  occur  in  water  at  very 
low  densities  (<  1 per  liter)  and  still  be  infective,  their 
actual  presence  may  be  undetectable  or  assessed  only 
through  very  expensive  and  time  consuming  tests.  Nearly 
all  of  these  pathogens  are  transmitted  to  water  by  fecal 
contamination.  For  these  reasons,  bacteria  that  are 
found  exclusively  and  universally  in  feces  at  very  high 
densities  are  used  as  indicators  of  fecal  contamination. 
Thus  the  presence  of  a certain  group  of  bacteria  in  water 
is  used  to  demonstrate  the  possibility  of  biological  conta- 
mination. In  the  late  1800’s  Houston  proposed  the  idea  of 
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I able  II 


Other  Pathogens  Present  in  Sewage  Contaminated  Waters 


Organism 

Disease 

Infectious 

Dose 

Viruses 

Adenovirus 

enteritis,  pharyngitis 

1-10  PFU‘ 

Calicivirus 

enteritis 

1-10  PFU 

Norwalk  virus 

enteritis 

1-10  PFU 

Coronavirus 

enteritis 

1-10  PFU 

Coxsackievirus  A & B 

meningitis 

1-10  PFU 

Echovirus 

enteritis,  meningitis 

1-10  PFU 

♦Hepatitis  A virus 

hepatitis 

1-10  PFU 

‘Poliovirus 

poliomyelitis 

1-10  PFU 

♦Rotavirus 

enteritis 

1-10  PFU 

Astrovirus 

enteritis 

1-10  PFU 

Fungi 

‘Candida  spp. 

candidiasis 

7 

Rhinosnoridium  seeberi 

rhinosporidiosis 

7 

Protozoa 

♦CrvDtosDoridium  spp. 

cryptosporidiosis 

7 

‘Giardia  lamblia 

• giardiasis 

1 cyst 

♦Entamoeba  histoivtica 

dysentery 

I cyst 

‘Naepleria  fowleri 

meningoencephalitis 

7 

Acanthamoeba  spp. 

meningoencephalitis 

7 

Helminths 

♦Schistosoma  mansoni 

schistosomiasis 

1 cercariae 

S.  haematobium 

schistosomiasis 

1 cercariae 

S-  j^ppniepm 

schistosomiasis 

I cercariae 

S.  intercalalum 

schistosomiasis 

1 cercariae 

S.  mektpngi 

schistosomiasis 

1 cercariae 

♦Fasciola  hepática 

fascioliasis  1 

metacercariae 

Paraponimus  westermani 

paragonimiasis  1 

metacercariae 

Clonorchis  sinensis 

Chinese  liver  fluke  1 

metacercariae 

Diphyllobothrium  latum 

pernicious  anaemia  1 

pleurocercoid 

♦Found  in  Puerto  Rico,  adopted  from  Dufour^i  and  Grimes^^ 
*PFU  - Plaque  Forming  Units 


using  three  groups  of  bacteria  (i.e.  coliforms,  fecal 
streptococci,  and  the  gas-producing  Clostridia  which  are 
commonly  found  in  the  feces  of  warm  blooded  animals) 
as  indicators  of  fecal  pollution  of  waters/  He  argued  that 
since  these  groups  could  only  come  from  fecal  sources 
their  presence  would  indicate  recent  fecal  pollution/  For 
nearly  eighty  years  the  coliform  group  of  bacteria  has 
been  used  as  such  indicators. 

The  term  “coliform”  is  used  to  indicate  certain 
bacteria  which  ressemble  the  bacterium  Escherichia  coli 
(coliform,  or  E.  co//-like).  The  coliform  group  is  further 
divided  into  two  subgroups;  total  coliforms  and  fecal 
coliforms.  The  total  coliform  group  are  Gram-negative, 
facultatively  anaerobic,  non-sporulating  rods,  which 
ferment  lactose  with  the  production  of  gas  at  35°C,  more 
than  50  species  of  bacteria  have  been  shown  to  give  a 
positive  coliform  reaction.^  The  fecal  coliform  group 
(though  Escherichia  coli.  Citrobacter  freundi,  Klebsiella 
pneumoniae,  and  Enterobacter  cloacae  may  give  positive 
fecal  coliform  reactions,  E.  coli  is  the  target  organism  is 
this  assay)  has  the  same  properties  as  mentioned  above 
with  the  added  property  of  thermotolerance,  i.e. 
capability  to  ferment  lactose  at  44.5°C.  Escherichia  coli 
was  first  described  by  Escherich  in  1855  and  is  found  in 
high  densities  in  the  feces  of  warm  blooded  animals.  As 
the  term  “fecal  coliform”  implies,  it  has  not  been  found  to 
replicate  or  survive  extraenterally  (i.e.  in  the  environment ). 
The  presence  of  fecal  coliforms  in  water,  therefore 
indicates  recent  fecal  contamination.  On  the  other  hand, 
the  total  coliform  group  is  used  to  indicate  the  possible 
presence  of  E.  coli  in  water.  Even  though  total  coliforms 
are  found  as  part  of  the  normal  environmental 
microflora,  they  meet  several  criteria  which  make  them 


desirable  as  indicators  of  bacterial  pollution.  Bonde' 
enumerated  these  criteria  as  follows: 

1.  The  indicator  must  be  present  whenever  pathogens 
are  present. 

2.  It  must  be  present  only  when  the  presence  of 
pathogenic  organisms  is  an  imminent  danger. 

3.  It  must  occur  in  much  greater  number  than  the 
pathogens. 

4.  It  must  be  more  resistant  to  disinfectants  and  to 
aqueous  environments  than  the  pathogens. 

5.  It  must  grow  readily  on  relatively  simple  media. 

6.  It  must  yield  characteristic  and  simple  reactions 
enabling  as  far  as  possible  an  unambiguous  identi- 
fication of  the  group  or  species. 

7.  It  should  preferably  be  randomly  distributed  in  the 
sample  to  be  tested. 

8.  Its  growth  on  artificial  media  must  be  largely  inde- 
pendent of  any  other  organism  present. 

History 

The  presence  of  pathogens  in  water  was  suggested  by 
the  earliest  microscopists.  In  1678  Leeuwenhoek  described 
organisms  found  in  canal  water  that  resembled  vibrios, 
though  he  did  not  make  any  connection  between  these 
observations  and  disease.  Snow  is  generally  acknow- 
ledged to  be  the  first  in  describing  a waterborne  disease 
outbreak.’’  * By  removing  the  pump  handle  from  a public 
well  in  Broad  Street,  London  and  a subsequent  decrease 
in  disease  incidence  he  demonstrated  the  connection 
between  water  consumption  and  a cholera  epidemic.  In 
1856  Budd  showed  a relationship  between  typhoid  fever 
and  fecal  contamination.’’  ® However,  it  was  not  until  the 
work  of  Koch  and  coworkers  that  procedures  were 
established  for  examining  sources  and  pathways  of 
infections. For  more  than  one  hundred  years  we  have 
looked  for  reliable  methods  to  determine  whether  water 
is  fit  for  human  consumption.’ 


Regulations 

The  first  drinking  water  regulation  for  microbial 
contamination  in  the  U.S.  was  published  in  1914.  This 
was  the  first  “Public  Health  Service  Drinking  Water 
Standards”  regulation.  Subsequently,  this  regulation  was 
replaced  by  U.S.  Public  Service  Acts  of  1915  and  1962. 
The  current  U.S.  regulation  comes  from  the  Safe 
Drinking  Water  Act  (Public  Law  93-523, 1974).  The  U.S. 
Environmental  Protection  Agency  proposed  changes 
that  ar  now  being  implemented  (Federal  Register 
48:45502-45521,  October  1983).  The  law  wasapproved in 
July  1986  and  is  currently  in  its  first  phase  of  implemen- 
tation. The  new  regulation  requires  that  there  be  0 
coliforms/ 100  ml  by  any  method,  for  any  sampling 
frequency  for  drinking  waters.  Potable  water  in  Puerto 
Rico  is  currently  controlled  by  Regulation  Number  50  of 
the  Secretary  of  Health,  June  21,  1983  (Fig.  1).  This 
repeals  the  previous  regulation  of  the  Secretary  of  Health 
Number  44,  November  29,  1979.  Both  of  these  regula- 
tions are  pursuant  to  the  provisions  of  Law  Number  5, 
July  21,  1977  known  as  “Law  to  Protect  the  Purity  of  the 
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Membrane  Filter  Techniniie 

1 coliform  CFUVlOO  ml  as  a mean  of  all  samples/month 
or 

4 coliform  CFU/100  ml  in  more  than  1 sample  when  less  than 
20  or  more  samples  are  examined  per  month 


MTF  TechnioueC 

(10  ml  Standard  portions) 
not  more  than  10%  of  tubes  in  any  one  month 
or 

3 or  more  tubes  in  more  than  one  sample  when  less  than 
20  samples  examined  per  month 

or 

3 or  more  tubes  in  more  than  5%  of  the  samples  when  20 
or  more  samples  examined  per  month 


a MCL  - Maximum  Contaminant  Level 
b CFU  - Colony  Forming  Units 
c MTF  - Multiple  Tube  Fermentation 

Source  - Regulation  of  the  Secretary  of  Health  Number  50,  Commonwealth  of 
Puerto  Rico 

Article  IV  6.  June  21,  1983 

Figure  1.  Puerto  Rico  Microbiological  MCL^  Regulations  for  Potable 
Water. 

Potable  Waters  of  Puerto  Rico.”  Article  VI  of  Regulation 
50  deals  with  the  Maximum  Microbiological  Contami- 
nant Levels  (MCL’s). 

During  the  last  20  years  there  has  been  a shift  by 
government  agencies  to  use  fecal  coliforms  for  water- 
monitoring purposes  (instead  of  the  currently  used  total 
coliforms),  even  though  the  regulations  are  still  based  on 
total  coliform  levels.  Fecal  coliform  enumeration  is  less 
ambiguous  than  total  coliform  enumeration.’ 

Fecal  Coliforms  in  Puerto  Rico 

Monitoring  of  Puerto  Rican  waters  by  the  U.S. 
Geological  Survey*  reported  that  54  out  of  67  water 
sampling  stations  on  rivers  in  Puerto  Rico  exceeded  the 
recommended  MCL’s  for  recreational  waters  (i.e.  < 1,000 
fecal  coliforms  per  100  ml)  during  1984.  Thus  only  19%  of 
all  sites  sampled  met  the  recommended  MCL  for 
recreational  waters.  These  findings  have  resulted  in 
condemmation  of  sewage  treatment  facilities  in  Puerto 
Rico  as  a source  of  fecal  pollution  of  natural  waters. 

Studies  in  our  laboratory  over  the  past  seven 
years’’  ” have  shown  that  even  pristine  sites  in  the 
Caribbean  National  Forest  are  in  “violation”  of 
recreational  water  MCL’s  for  fecal  coliforms.  Identifica- 
tion of  more  than  300  fecal  coliform  isolates  from  these 
sites  showed  that  less  than  40%  of  these  isolates  were 
actually  E.  coli.'^  Similar  studies  using  the  same  methods 
in  the  continental  U.S. A.,  Canada,  and  England  have 
demonstrated  that  more  than  90%  of  fecal  coliform 
positive  isolates  are  identified  as  E.  coli.^'  This 
suggests  that  Puerto  Rican  water  harbour  bacteria 
capable  of  giving  false  positive  reactions  when  fecal 
coliform  assays  are  used.  Even  more  surprising  is  the 


routine  isolation  of  E.  coli  by  our  laboratory  from  water 
collected  from  bromeliads  (epiphytic  vegetation)  30  ft. 
above  ground  level  in  the  rain  forests  of  Puerto  Rico.  The 
isolation  of  E.  coli  from  these  sources  indicates  that  this 
bacterium  may  be  a naturally-occurring  bacterium  in  the 
rain  forest.  In  order  to  confirm  the  latter  hypothesis, 
analyses  were  performed  on  the  nucleic  acid  (DNA) 
extracted  from  these  environmental  isolates.  The  thermal 
melting  point  (Tm)  of  the  nucleic  acid  strands  was 
determined  as  described  elsewhere*’’'*  and  compared  to 
that  of  E.  coli  B (ATCC  13706)  obtained  from  the 
American  Type  Culture  Collection.  The  thermal  melting 
points  were  found  to  be  identical.  The  Tm  is  linearly 
related  to  the  average  DNA  base  composition  and  it  can 
be  related  to  its  guanine  + cytosine  (G+C)  content,  since 
this  base  pair  confers  extra  thermal  stability  to  the 
molecule.*’  The  importance  of  the  G+C  content  in 
bacterial  taxonomy  is  that  it  can  be  an  excluding 
characteristic.  If  two  organisms  have  DNA  with  differing 
G+C  content  it  can  be  concluded  that  they  belong  to 
different  genera.  We  are  currently  conducting  nucleic 
acid  hybridization  analyses  with  these  bacteria  in  order  to 
determine  with  certainty  if  in  fact  the  environmental 
isolates  are  members  of  the  genus  Escherichio 

Studies  in  our  laboratory  on  the  in  situ  survival  of  an 
ATCC  strain  of  E.  coli  have  demonstrated  that  this 
bacterium  is  capable  of  long  term  survival  in  rain  forest 
rivers.’’  *°’  **  In  these  studies  pure  cultures  of  E.  coli 
(ATCC  1 1775)  were  inoculated  into  diffusion  cham- 
bers*’’ which  were  then  exposed  to  aquatic  environ- 
mental conditions  in  the  river  and  sampled  for  5-6  days. 
Results  from  these  studies  indicated  that  this  clinical 
strain  of  E.  coli  is  capable  of  surviving  tropical  environ- 
mental conditions  for  extended  periods  of  time  (Pig.  2). 

Pagel  et  al.**  compared  four  fecal  coliform  assays  in 
various  types  of  freshwaters  in  Southern  Canada.  They 
found  that  while  these  assays  were  somewhat  variable  in 
their  abilities  to  detect  fecal  coliforms  from  environ- 
mental samples,  they  were  all  acceptable  in  terms  of  their 
specificity  and  selectivity.  In  similar  studies  in  our 
laboratory*’  using  the  same  methodology  to  detect  fecal 
coliforms  from  freshwaters  in  Puerto  Rico  we  found  that 


Time  (H) 

Figure  2.  In  situ  survival  of  Escherichia  coli  in  diffusion  chambers  in  the 
Mameyes  River,  Puerto  Rico  (all  values  are  means  ± one  sandard  error, 
N = 8). 
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the  specificity  of  the  media  (determined  by  the  ability  of 
the  medium  to  restrict  growth  of  organisms  other  than 
the  target  bacterium)  was  at  least  20%  less  than  the  speci- 
ficity claimed  by  the  Canadian  investigators  (Table  III). 
Thus  all  the  methods  gave  significantly  higher  false 
positive  and  false  negative  errors.  Controls  using  known 
strains  of  E.  coli  indicated  the  accuracy  of  the  methods  to 
be  the  same  in  both  studies  (Table  III). 

Table  III 

Comparison  of  Fecal  Coliform  Assay  Methods  in  Temperature  and  Tropical  Waters 


MMB 

i-FCl 

mFC2 

mTEC 

Performance  Parameter 

Temp 

Trop 

.Temp 

Trop 

Temp 

Trop 

Temp 

Trop 

Accuracy* 

Specificity*’ 

59 

67 

89 

84 

100 

105 

94 

93 

False  positive 

1 1 

39 

16 

30 

18 

19 

13 

36 

Undetected 

4 

25 

I 

20 

2 

1 1 

2 

21 

Selectivity^ 

Comparability*! 

88 

66 

85 

72 

90 

82 

86 

66 

FC  recovery 

26 

41 

41 

75 

48 

94 

45 

73 

Non-FC  recovery 

4 

30 

1 1 

29 

15 

19 

7 

18 

Overall  rank‘ 

2 

4 

3 

2 

1.5 

1 

1.5 

3 

All  data  labelled  temp  is  from  Pagel  et  al.'^ 

Expressed  as:  Mean  number  of  colonies  on  test  medium/[mean  number  of  colonies  on  a non-selective  medium)  X 
values  are  % of  Accuracy  and  tested  for  an  E.  coli  ATCC  culture. 

Expressed  as:  False  positive  error  and  false  negative  error.  False  positive  enor-f  number  of  presumptive  target 
number  of  verified  target  colonies/)  total  presumptive  target  colonies]  X 100.  False  negative  error  = False  negat 
count5/[verified  * undetected  target  counts)  X 100. 

Selectivity  Index  = Presumptive  Typical  Colonics/[prcsumptive  Typical  or  Target  Colonies  + Presumptive  Non-ty 
Target  Colonies]  X 100. 

Expressed  as:  Fecal  Coliforms  (FC)  Recovery  and  Non-Fecal  Coliform  (NFC)  REcovery. 

Best  Overall  Efficiency  of  the  Method  is  Given  by  the  lowest  Overall  Rank. 


These  studies  indicate  that  currently  used  criteria  to 
determine  the  degree  of  fecal  contamination  or  the 
microbiological  quality  of  the  waters  in  Puerto  Rico  may 
be  unrealistic.  The  presence  of  high  concentrations  of 
naturally-occurring  total  and  fecal  coliform  bacteria 
means  that  bacterial  pollution  is  grossly  overestimated  in 
Puerto  Rico.  In  fact,  fecal  contamination  may  be 
indicated  when  none  is  present.  Two  possibilities  are 
open:  1)  change  the  indicator  system  and  determine 
which  bacterial  genus  would  most  closely  indicate  fecal 
contamination  in  tropical  waters  or,  2)  directly  enume- 
rate pathogens,  establishing  standards  based  on  the  most 
environmentally  resistant  species. 

Research  in  other  tropical  areas^'"^*  indicates  that  the 
situation  in  Puerto  Rico  is  analogous  to  that  found  in 
other  tropical  areas  of  the  world.  Nowhere  is  the 
importance  of  accurate  determination  of  recent  human 
fecal  contamination  greater  than  in  the  tropics.  The 
diversity  of  waterborne  diseases  and  their  severity  greatest 
in  tropical  environments.  Since  most  of  the  countries  in 
tropical  climates  are  underdeveloped,  with  large  popula- 
tions that  are  undernourished,  ill  housed,  with  poor 
medical  services,  waterborne  diseases  have  a much 
greater  effect  on  public  health  in  the  tropics  than  in 
temperate  areas.  Surprisingly  few  studies  have  examined 
the  efficacy  of  total  coliform  and  fecal  coliform  standards 
in  the  tropics.  Lavoie^^  compared  isolates  from  fecal 
coliform  and  total  coliform  assays  of  well  water  in  the 
Ivory  Coast,  and  found  a high  proportion  of  E.  coli 
isolates  from  fecal  coliform  assays.  Although  in  the  latter 
study  high  densities  of  fecal  coliforms  (5 1 CFU/100  ml) 
were  isolated  from  untreated  groundwater  it  was 
assumed  this  reflected  a high  degree  of  fecal  contami- 
nation even  though  none  was  apparent.  Fujioka 
et  al.^'*’  also  showed  that  E.  coli  may  be  a normal 
inhabitant  of  fresh  and  marine  waters  in  Hawaii.  Thus 


the  use  of  total  and  fecal  coliforms  as  indicators  of 
biological  quality  of  water  seems  to  be  of  limited  value 
according  to  the  various  studies  reviewed  in  this 
communication.  Hagler  and  Mendonca-Hagler^^  showed 
that  even  marine  waters  in  Brazil  can  have  high  densities 
of  coliforms.  Other  studies  by  our  lab  have  shown  that 
marine  environments  around  Puerto  Rico  can  also 
support  high  densities  of  coliforms  when  hydrocarbon 
concentrations  are  also  high.^’‘^°  In  view  of  these 
findings,  the  isolation  of  fecal  coliforms  from  waters  in 
tropical  countries  may  not  necessarily  need  be  a cause  for 
health  concern.  Yet  tropical  countries  have  a greater  need 
for  accurate  determination  of  the  presence  of  recent  fecal 
contamination  due  to  the  greater  numberand  diversity  of 
waterborne  diseases.  This  exacerbates  the  need  for 
alternate  indicators  of  fecal  pollution  which  are  more 
unambiguous  than  those  presently  in  use. 


Resumen:  Altas  concentraciones  de  coliformes  totales 

y fecales  fueron  aislados  tanto  en  muestras  de  arroyos  no 
contaminados  como  de  vegetación  epifítica  en  árboles  a de 
30  pies  de  altura  en  bosques  de  Puerto  Rico.  La 
identificación  de  coliformes  fecales  aislados  de  estas 
fuentes  indicaron  la  presencia  de  Escherichia  coli.  El 
análisis  de  ácidos  nucleicos  (DNA)  indicó  que  el  contenido 
de  guanosina  + citosina  de  estas  cepas  del  medio  ambiente 
es  idéntico  al  de  las  cepas  clínicas  de£.  coli.  Estudios  en 
habitats  de  agua  dulce  usando  cámaras  de  difusión 
conteniendo  cepas  clínicas  de  E.  coli  demostraron  que  esta 
bacteria  puede  sobrevivir  en  las  aguas  dulces  de  Puerto 
Rico.  Los  estudios  de  evaluación  de  los  medios  de  cultivo 
actualmente  usados  para  el  aislamiento  de  estas  bacterias  a 
partir  de  agua  demostraron  que  estos  medios  tienen  una 
eficiencia  baja  debido  al  gran  número  de  falsos  positivos  y 
falsos  negativos  cuando  se  utilizan  para  la  detección  de 
coliformes  totales  y fecales  en  aguas  d^  Puerto  Rico.  Estos 
estudios  indican  que  ios  coliformes  totales  y fecales  no  son 
los  más  apropiados  indicadores  de  contaminación  biológica 
reciente  de  aguas  en  áreas  tropicales  tales  como  Puerto 
Rico. 
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A fifteen-year-old  girl  was  suspected  of  having  episodic 
laryngeal  dyskinesia  because  of  recurrent  dysphonia  and 
symptoms  suggestive  of  laryngotracheobronchitis  which 
improved  during  sleep.  Endoscopic  examinations  revealed 
adduction  of  vocal  cords  on  inspiration  when  the  patient 
was  awake  and  absence  of  the  abnormality  under  general 
anesthesia.  Flow  volume  loop  studies  of  pulmonary  function 
demonstrated  inspiratory  flow  obstruction.  Psychologic 
evaluation  was  strongly  suggestive  of  significant  depres- 
sion. Outpatient  psychiatric  management  combined  with 
speech  therapy  were  associated  with  abatement  of 
symptoms. 

We  stress  the  importance  of  suspecting  and  detecting 
episodic  laryngeal  dyskinesia  in  order  to  establish  prompt 
appropriate  therapy  and  to  avoid  unecessary,  excessive, 
expensive  diagnostic  procedures  as  well  as  useless,  drastic 
and  potentially  iatrogenic  treatments  such  as  tracheotomy 
and  long  term  corticosteroids. 

Episodic  Laryngeal  Dyskinesia  (ELD)  has  been 
known  to  physicians  since  the  beginnings  of  the  19th 
century.*  Clinically,  the  condition  may  mimic  asthma.^’  '* 
However,  most  of  the  reported  series  involved  patients 
whose  symptomatology  suggested  an  upper  obstructive 
airway  process.^  Although  there  is  agreement  as  to  the 
functional  etiology  of  this  condition  the  exact  pathophy- 
siologic derangement  has  not  been  identified.*  In  some  of 
the  psychiatric  and  psychological  evaluation  of  these 
patients,  examining  physicians  have  concluded  that  the 
adduction  of  the  vocal  cords  is  either  a learned 
unconscious  somatic  expression  of  a conversion  disor- 
der,^’ ^ or  a manifestation  of  a mild  to  severe  depression.^ 
Recently,  a report  from  Puerto  Rico^  described  the 
physiological  and  psychological  findings  in  5 adult 
patients. 

Except  for  a few  reports  in  children  and  adolescents, 
most  of  the  cases  in  the  literature  involve  adults.’’  ’’  *'* 
Because  the  clinical  features  of  this  condition  are  not  well 
know  it  is  not  uncommon  to  see  some  of  these  patients 
undergo  potentially  harmful  procedures  such  as  trache- 
Rostomy  and  prolonged  therapy  with  corticosteroids 


leading  to  iatrogenic  Cushing  syndrome.^’  “ In  addi- 
tion, recognition  of  this  entity  is  important,  in  order  to 
avoid  an  exceedingly  complex  work-up  and  expensive 
investigations  which  in  the  long  run  may  serve  only  to 
fuel  the  psychological  disturbance  present.  We  present 
the  case  of  a 15-year-old  adolescent  girl  with  the  clinical 
and  physiologic  abonormalities  characteristic  of  this 
disorder. 

Case  Report 

C.R.  is  a 15-year-old  female  who  was  first  referred  to 
our  Speech  Therapy  Department,  at  the  age  of  8 years, 
because  she  spoke  with  an  inaudible  voice.  At  that  time 
she  was  seen  by  an  otorayngologist  but  a laryngoscopic 
examination  was  not  performed.  She  was  then  referred  to 
the  Speech  Therapy  Department  where  after  few  visits  to 
the  clinic,  she  was  discharged  because  of  failure  to  return 
for  follow  up.  Subsequently,  she  did  well  until  about  one 
year  prior  to  admission  when  she  developed  a barking 
cough.  A chest  roentgenogram  was  said  to  be  within 
normal  limits  and  the  patient  was  treated  symptomati- 
cally with  different  cough  preparations  for  a period  of 
around  3 months.  No  further  medical  problem  occurred 
until  48  hours  prior  to  admission  when  she  developed  a 
dry  barking  cough  and  difficulty  in  breathing.  She  was 
taken  to  a local  health  center  where  she  was  given  an 
injection  of  an  unknown  medication  which  promptly 
caused  a profound  lethargy  and  improvement  of  all  res- 
piratory symptoms.  Upon  awakening,  coughing  and 
difficulty  in  breathing  recurred.  Twelve  hours  later  she 
was  taken  again  to  the  local  health  center  where  a 
diagnosis  of  croup  was  made  and  treatment  with  oxygen 
by  nasal  catheter  and  fluids  by  the  intravenous  route  was 
instituted.  Because  of  failure  to  improve  she  was  then 
referred  to  our  hospital  for  evaluation.  On  admission  whe 
was  found  to  be  acutely  ill,  in  mild  respiratory  distress 
with  a croupy  cough  and  inspiratory  stridor.  She  barely 
spoke  and  the  few  words  uttered  by  her  were  almost 
inaudible.  Her  temperature  was  37.6  C.,  heart  rate 
88/min,  respiratory  rate  32/min,  and  blood  pressure 
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1 10/60.  Examination  of  the  pharynx  without  the  use  of  a 
tongue  depressor  did  not  reveal  any  abnormalities.  The 
epiglottis,  however  was  not  visualized.  There  were 
suprasternal,  infrasternal  and  intercostal  retractions. 
Auscultation  of  the  anterior  neck  disclosed  a high  pitch 
musical  inspiratory  and  expiratory  sound.  Percussion 
and  auscultation  revealed  no  abnormalities  except  for 
sounds  transmitted  from  the  larynx.  There  were  no 
cardiac  murmurs.  The  liver  and  spleen  were  not  enlarged. 
No  clubbing  nor  cyanosis  of  the  extremities  was 
observed.  Initial  laboratory  results  were  as  follows: 
hemoglobin  14.5  g,  hematocrit  41.3%,  white  blood 
count  8,200,  with  64%  neutrophils,  29%  lymphocytes, 
5%  mononuclears  and  2%  eosinophiles.  Serum  calcium 
was  9.8  mEq/L  and  phosphorus  4.5  mEq/L.  Urinalysis 
was  with  normal  limits.  Arterial  blood  gases  drawn  with 
the  patient  breathing  room  air  revealed  a pH  of  7.41, 
pC02  34.6  torr,  p02  1 1 1 torr,  HC03  mEq/liter  and  BE  9 
mEq/liter.  The  roentgenogram  of  the  chest  was  within 
normal  limits.  Lateral  and  postero-anterior  roentgeno- 
grams of  the  upper  airway  failed  to  reveal  any  abnorma- 
lities: there  was  no  swelling  of  the  epiglottis;  no  evidence 
of  a radiopaque  foreign  body  nor  of  the  “gothic  spiral 
sign”  found  in  acute  laryngotracheobronchitis  (fig.  1.) 
She  was  admitted  to  the  intensive  care  unit  and  treated 
with  dexamethasone  by  the  intravenous  route,  (4  mg  q 4 
hours)  and  inhalations  of  racemic  epinephrine  (0.2  ml  q 2 
hours.)  During  the  following  6 to  7 hours  it  was  observed 
that,  regardless  of  whether  inhalation  therapy  was  given 
or  not,  once  the  patient  fell  asleep,  all  symptoms  of 
respiratory  distress  and  stridor  improved  considerably. 
Because  of  this  observation,  a diagnosis  of  episodic 
laryngeal  dyskinesia  was  suspected  and  all  medications 


Figure  1-A.  Lateral  view  of  neck 


were  discontinued.  No  changes  in  the  patient’s  clinical 
symptoms  were  observed.  Repeated  roentgenograms  of 
the  soft  tissue  of  the  neck  and  a barium  swallow  were 
within  normal  limits.  Indirect  laryngoscopy,  however, 
revealed  adduction  of  the  false  and  true  vocal  cords 
during  the  inspiratory  phase  of  respiration;  the  arytenoid 
processes  remained  in  normal  position.  A repeat  indirect 
laryngoscopy  48  hours  later,  again  corroborated  the 
previous  findings  of  adduction  of  the  vocal  cords  during 
the  inspiratory  effort.  Direct  laryngoscopy  and  bronchos- 
copy under  general  anesthesia  were  also  performed,  the 
previously  described  adduction  of  the  vocal  cords  was 
not  observed  and  there  were  no  tracheal  or  bronchial 
abnormalities.  Flow  volume  loop  studies  with  the  patient 
breathing  room  air  and  repeated  after  breathing  a 
mixture  of  20%  helium  and  80%  oxygen  revealed  an  inspi- 
ratory loop  that  peaked  rapidly  and  then  fell.  (Figures 
2,  3)  Breathing  room  air,  the  ratio  of  maximal  expiratory 
flow  to  maximal  inspiratory  flow  at  50  per  cent  vital 
capacity  was  1.5  (normal  0.8).  Following  inhalation  of 
helium  and  oxigen  mixture  there  was  a slight  decrease  in 
the  ratio  to  1.2  and  all  inspiratory  and  expiratory  flows 
improved. 

The  patient  was  evaluated  by  a clinical  psychologist 
and  the  following  tests  were  performed:  Wechsler  Intel- 
ligence Test  for  Children,  Raven  Test,  Bender-Gestalt. 
Thematic  Appreciation  Test,  Rorschach  and  the  Draw  a 
House-Tree-Person  Test.  The  tests  revelaed  a borderline 
IQ  of  76,  but  analysis  of  the  verbal  test  suggested  the 
possibility  of  a higher  level.  The  projective  technique  data 
strongly  suggested  a significant  depression.  She  was 
discharged  to  be  followed  at  the  Psychiatric  Department 
and  the  Speech  Therapy  Department.  She  is  now  under 


Figure  1-B.  Posterior-anterior  view  of  neck 
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the  care  of  the  above  mentioned  services.  Since  she  was 
discharged  from  the  hospital  she  has  had  only  one  exacer- 
bation of  symptoms  which  were  brought  under  control 
with  reassurance  and  supportive  therapy. 

Discussion 

The  clinical  picture  of  episodic  laryngeal  dyskinesia  is 
highly  variable  and  presentation  may  range  from 
minimal  symptomatology  such  as  weak  voice,  as  seen  in 
our  patient  initially,  to  an  acutely  ill  severely  distressed 
patient  who  is  on  the  verge  of  acute  respiratory  failure 
and  therefore  undergoes  an  emergency  tracheostomy 
procedure.  This  latter  group  of  patients  poses  a 
diagnostic  dilemma  because  they  mimic  conditions  in 
which  the  causes  of  obstruction  are  often  of  organic 
etiology. 

In  the  pediatric  age  group,  common  causes  of  upper 
airway  obstruction  that  may  result  in  the  patient’s  demise 


include  acute  laryngotracheitis,  epiglottitis,  bacterial 
tracheitis  and- foreign  body  aspiration.  However,  these 
conditions  are  quite  rare  in  the  group  (older  than  10 
years)  in  whom  episodic  laryngeal  dyskinesia  (ELD)  has 
been  described.  Our  patient  was  initially  suspected  of 
having  acute  laryngotracheobronchitis.  ELD  can  also  be 
confused  in  young  patients  with  bronchial  asthma.'^  In 
these  patients  the  stridulous,  noisy  respirations  are 
replaced  by  a wheezy  sound  which  is  best  heard  in  the 
tracheal  region.^’  A-less  common  symptom  exhibited 
by  these  patients  is  the  presence  of  a croupy  (bovine) 
cough.  In  the  31  cases  reported  in  the  literature  since  1975 
we  could  find  only  twio  other*’  who  were  described  as 
having  this  charactefistic  cough.  One  pediatric  patient'® 
had  episodes  characterized  by  a series  of  inspiratory 
whoops  interspersed  with  coughing.  All  patients  are 
dySpneic  when  seen  in  the  hospital  and  many  have  some 
form  of  dysphonia,'*  but  all  these  syrqptoms  may  be 
secondary  to  an  organic  process.  Ther^  are  certain 
features  of  the  clinical  illness  that  should,  however, 
suggest  to  the  examining  physician  that  ELD  may  be 
present.  First  is  the  observation  that  during  an  attack, 
wheezing  is  loudest  over  the  larynx  with  transmission  to 
the  chest  wall.^’  ^ Second  is  the  fact  that,  as  was  evident  in 
our  patient,  symptoms  improve  considerably  when  the 
patient  is  distracted  or  sleeping.*  In  the  evaluation  of  a 
patient  with  ELD  blood  gases  may  be  helpful.  The 
patient  may  or  may  not  be  hypoxemic;'^  however,  hyper- 
carbia  has  not  been  identified.^  The  pH  determination  is 
useful  because  it  helps  to  rule  out  the  stridulous  brea- 
thing that  may  occur  in  patients  who  have  a severe 
alkalosis.  The  alveolar  to  arterior  oxygen  tensión 
gradient  should  be  pormal  in  ELD.  Serum  Ca  and  P 
levels  may  detect  thcjge  patients  with  tetany. 

Lateral  anc^  postej'o-anterior  roentgenograms  of  the 
trachea  and  larynx  are  useful  in  distinguishing  the 
infectious  pauses  of  ^cute  upper  airway  obstruction  and 
facho-opqque  foreigq  l^odies.  Standard  postero-anterior 
and  lateral  chpst  roentgenograms  should  be  obtained  to 
exeludí  rpediqptinal  legions. 

Assesspient  of  pulrponary  function  is  an  important 
step  in  the  evaluation  of  this  condition  to  determine  if 
there  is  upper  airway  obstruction.  Most  helpful  is  the 
evaluation  of  Jhe  flow  yplume  relationships*'*’  '*  when  the 
patient  is  syrriiptomatip.  Flows  are  analyzed' at  50%  of 
vital  capacity  pind  expressed  as  an  expiratory/inspiratory 
ratio. 

Patients  with  ELD  may  have  a normal  tracing®  but 
most  will  show  the  pattern  seen  in  variable  extrathoracic 
large  airway  obtruction.  (Fig.  4)  Because  of  the  signifi- 
cant decrease  in  inspiratory  flows  the  ratio  of  maximal 
expiratory  flow  to  maximal  inspiratory  flow  at  50  per 
cent  of  vital  capacity  (mid-VC  ratio)  is  usually  above  1.3 
in  ELD.^  Normal  values  are  0.8  to  1.0.''*’  '* 

Our  patient  was  interesting  in  that  the  flow  volume 
loop  showed  not  only  a decrease  in  the  inspiratory  loop, 
but  also  a reduction  in  the  expiratory  flow  with  a sagging 
slope  which  suggested  an  obstructive  disorder  of  the 
small  airways  (Fig.  3).  Following  inhalation  of  the 
helium-oxygen  mixture  there  was,  however,  not  only  the 
expected  improvement  in  inspiratory  flows  but  also  a 
change  in  expiratory  flows  including  the  last  25%  portion 
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Figure  4.  Flow-volume  loop  curves  VOLUME(%FVC) 

of  the  vital  capacity.  Had  obstruction  been  present  one 
would  have  expected  the  volume  in  which  flow  was  the 
same  with  air  and  with  the  helium  plus  oxygen  mixture 
(volume  of  isoflow)  to  have  been  closer  to  MEF  25  than 
shown  in  the  patient’s  flow-volume  patterns.  Fluttering 
of  the  tracings  were  also  abolished  by  inhalation  of  the 
helium-oxygen  mixture. 

In  addition  to  the  determination  of  the  volume  of 
isoflow  to  exclude  the  possibility  of  asthma  Christopher^ 
in  his  group  of  patients  determined  the  airway  conduc- 
tance (Raw)  using  the  plethysmography.  Tests  for  airway 
reactivity  using  exercise  testing  and  isocapnic  ventilation 
challenge  were  also  normal.  Therefore,  one  can  exclude 
expiratory  obstruction  with  the  following;  normal 
expiratory  flow-volume  tracing,  normal  volume  of 
isoflow  following  rebreathing  of  a helium-oxygen 
mixture,  normal  Raw  values,  absence  of  hyperreactivity 
and,  in  the  symptomatic  patient,  finding  alveolar-arterial 
oxygen  tension  gradient  and  the  partial  arterial  carbon 
dioxide  pressure  to  be  within  normal  limits.  The  most 
important  diagnostic  procedure  is  the  examination  of  the 
larynx.  This  can  be  done  indirectly  or  directly.  The  usual 
finding  is  adduction  of  the  false  and  the  true  vocal  cords 
in  the  inspiratory  phase,  expiratory  phase  or  both.^  The 
phenomenon  is  present  with  the  patient  awake,  but  when 
he  is  narcotized  with  tranquilizers  or  general  anesthesia, 
relaxation  of  the  vocal  cords  occurs.  This  is  compatible 
with  the  clinical  observation  that  patients  improve  when 
they  are  sleeping. 

The  above  is  useful  distinction  when  trying  to  differen- 
tiate between  ELD  and  bilateral  vocal  cord  paralysis.  In 
the  latter  condition  the  patient  will  exhibit  a variable 
extrathoracic  airway  obstruction  in  the  flow-volume  loop 
and  inspiratory  vocal  cord  adduction’’  awake  or  asleep. 
Since  the  etiology  in  some  cases  is  obscure,  and  most  will 
develop  a severe  airway  obstruction  requiring  trache- 
ostomy,” this  differentiating  point  is  extremely  useful.  In 
our  opinion,  Chawla’s-23  year-old  patient  who  did  not 
have  any  relaxation  of  the  vocal  cords  following  general 
anesthesia  might  have  had  bilateral  cord  paralysis.” 

Another  important  consideration  is  the  fact  that  some 
patients  during  symptomatic  periods  may  have  a normal 
indirect  laryngoscopy.^  In  such  a situation,  when  an  acute 
upper  airway  obstruction  is  diagnosed  and  the  initial 
evaluation  fails  to  identify  the  cause,  pulmonary  function 
tests  and  blood  gases  done  sequentially  may  help  to 
identify  the  functional  nature  of  the  disorder. 

Once  the  diagnosis  has  been  made,  psychiatric  coun- 
seling and  speech  therapy  should  be  promptly  esta- 


blished. Although  the  psychological  abnormalities  are 
variable’’  ’ the  disease  may  be  a manifestation  of  severe 
depression.  In  this  type  of  patient  treatment  with 
hypnosis  as  suggested  by  Smith  may  lead  to  a psychotic 
depression.”’  ” 

Resumen:  Se  presenta  el  caso  de  una  niña  de  15  años  de 

edad  con  manifestaciones  clinicas  intermitentes  delaríngo- 
traqueobronquitis  aguda  y disfonia.  Los  sintomas  mejora- 
ban durante  el  sueño  y por  esta  razón  se  sospechó  el 
diagnóstico  de  discinesia  laríngea  episódica  de  etiologia  no 
orgánica. 

Los  exámenes  endoscópicos  demostraron  la  aducción  de 
las  cuerdas  vocales  en  inspiración  con  la  enferma  despierta 
y la  ausencia  del  trastorno  cuando  se  le  practicó  la 
endoscopía  con  anesthesia  general.  La  espirometría  en  lazo 
permitió  verificar  la  obstrucción  inspiratoria.  La  evalua- 
ción sicológica  fue  compatible  con  un  estado  de  depresión 
mental.  La  sicoterapia  y logoterapia  contribuyeron  ulte- 
riormente a mejorar  los  síntomas. 

Se  recalca  la  importancia  de  sospechar  y reconocer  la 
discínesía  laríngea  episódica  para  ofrecer  prontamente  el 
tratamiento  correcto  y evitar  realizar  pruebas  de  diagnós- 
tico excesivas,  innecesarias  y costosas,  además  de  ios  trata- 
mientos inútiles,  drásticos  y potencialmente  íatrógenos 
tales  como  la  traqueostomía  y los  corticosteroides  a largo 
plazo. 
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A 37  years  old  male  comes  to  our  institution  complaining  persistent  epigastric  pain.  The 
urinalysis,  complete  blood  count  and  routine  blood  chemistry  were  normal.  A computerized 
tomography  (CT)  scan  of  the  abdominal  region  was  performed  and  the  results  shown  below. 
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Diagnosis:  Milk  of  Calcium  Renal  Disease.  Sonography 
showed  a fluid  debris  level  within  a left  renal  cystic 
structure  associated  with  distal  acoustic  shadowing, 
characteristic  of  Milk  of  Calcium  Renal  Disease.  Plain 
upright  abdomen  film  demonstrated  horizontal  layering 
of  the  left  renal  calcifications.  Computerized  Tomography 
(Figs.  1,  2)  showed  layering  of  the  calcifications  within 
the  dependent  portion  of  a renal  calyceal  cyst.  A contrast 
CT  scan  confirmed  communication  of  the  calyceal  cyst 
with  the  collecting  system  (Fig.  3).  Urinalysis,  CBC  and 
blood  chemistries  were  normal. 


Figure  2.  CT  in  prone  position  reveals  calcifications  in  left  renal  cyst. 


Figure  3.  CT  after  intravenous  contrast  administration  shows  communi- 
cation of  the  calyceal  cyst  with  the  collecting  system. 


Discussion 

Milk  of  calcium  renal  disease  (MOCRD)  is  a known 
but  rare  condition.  Its  main  clinical  significance  is  the 
occasional  association  with  urinary  tract  obstruction. 
Milk  of  calcium  (MOC)  is  a liquid  or  semi-solid  suspen- 
sion of  calcium  salts.  Its  chemical  composition  may  be 
calcium  carbonate;  calcium  hydroxyl-apatite,  calcium 
oxalate  or  calcium  phosphate.  MOC  forms  most  often  in 
the  gall  bladder  but  it  can  occur  within  the  urinary  tract 
and  rarely  in  bronchogenic  cysts.  There  are  two  types  of 
renal  MOC.  In  the  first  type,  the  calcific  suspension  lies 
within  the  calyceal  diverticula  and  usually  the  patients 
are  asymptomatic.  In  the  second  type,  the  calcific 
sediment  lies  within  the  urinary  collecting  system  and  is 
usually  associated  with  hydronephrosis.  Therefore,  their 
clinical  significance  is  markedly  different.  Characteristics 
of  MOC  is  a calcium  fluid  level  seen  on  horizontal  beam 
radiography  since  the  specific  gravity  of  MOC  is  higher 
than  that  of  the  urine. 

Sonographically,  a fluid  debris  level  which  casts 
acoustic  shadow  within  a renal  cyst  or  urinary  collecting 
system,  strogly  suggests  MOCRD.  The  supine  and  prone 
CT  scans  as  well  as  the  erect  abdomen  radiograph 
outlined  the  typical  layering  of  the  opaque  (half-moon 
shaped)  sediment.  Other  entities  that  could  mimic 
MOCRD  in  the  conventional  supine  renal  CT  scan 
include:  calcified  hematoma,  calcified  renal  cyst  and 
calcified  renal  mass.  This  underlines  the  importance  of 
obtaining  decubitus  and/or  prone  CT  views  to  establish 
the  diagnosis  and  avoid  unnecessary  additional  workup. 
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Abstract:  We  herein  report  a case  that  proves  the 

necessity  of  complete  superficial  inguinofemoral  lympha- 
denectomy  in  the  treatment  of  penile  carcinoma.  We 
describe  previous  anatomic  studies  and  correlate  them  with 
said  procedure. 

There  have  been  a variety  of  opinions  and  uncertainty 
in  the  management  of  the  inguinal  nodes  in  carci- 
noma of  the  penis. 

Frew,'  et  al,  state  that  early  grain  dissection  leads  to  a 
high  p)ercentage  of  unnecessary  surgery  De  Kernion,^ 
performs  unilateral  lymphadenectomy  when  clinically 
suspicious,  or  biopsy  of  the  superficial  nodes  in  invasive 
lesions.  Whitmore^  and  Skinner''  do  bilateral  lymph  node 
dissection  if  palpable;  while  Riveros^  does  it  unilaterally. 
He  goes  to  the  contralateral  side  if  the  first  proved 
positive.  Zabala  Ramos^  and  Zabe^  do  biopsy  or  aspira- 
tion in  selected  cases. 

In  1977  Cabañas^  published  an  extensive  radiographical 
and  clinical  study  proposing  a “sentinel  lymph  node” 
(SLN)  as  the  sole  indicator  of  inguinofemoral  node 
metastases. 

Case  Report 

A 59  years  old  male  patient  who  was  referred  to  the 
Urology  Clinic  of  the  Mayaguez  Medical  Center  with 
four  months  history  of  a penile  lesion.  After  biopsy,  he 
was  hospitalized  and  on  December  22,  1982  had  partial 
amputation  of  the  penis.  The  pathologic  report  revealed  a 
well  differentiated  squamous  cell  grade  II,  carcinoma  in 
the  prepucial  glans  sulcus.  After  post  operative  antibio- 
tics, he  was  readmitted  on  January  26,  1983.  A physical 
examination  revealed  a well  healed  penile  stump  without 
evidence  of  recurrence  and  no  inguinofemoral  adeno- 
pathies detected.  He  had  an  inguinofemoral  lymphade- 
nectomy following  the  Cabañas  technique  on  the  left  side 
and  a radical  excision  on  the  right  side.  Histologic  exami- 
nation reported  as  4 left  and  14  right  lymph  nodes  with 
focal  fibrosis  and  reactive  sinus  histiocytosis  with  no 
evidence  of  metastatic  disease. 
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The  patient  had  regular  follow  up  at  OPD  clinicduring 
which  examinations  failed  to  show  penile  stump 
recurrence  or  inguinal  adenopathies.  On  September  1984 
he  was  seen  in  the  emergency  room  with  twenty  days 
history  of  a left  inguinal  mass  with  inflammatory 
changes.  After  antibiotics,  he  was  reevaluated  at  the 
urologic  clinic  and  even  though  there  was  no  active 
inflammation,  the  mass  persisted. 

Excisional  biopsy  was  decided  upon  and  was  performed 
on  September  28,  1984.  The  pathologic  report  revealed 
moderate  to  well  differentiated  squamous  cell  carcinoma. 

Pelvic  lymphadenectomy  was  done  on  January  1985 
showing  metastatic  disease  in  the  left  external  and 
common  iliac  nodes;  negative  right  external  and  common 
iliac  and  aortic  bifurcation  nodes.  He  was  started  on 
radiotherapy  after  which  he  will  be  reevaluated  for 
chemotherapy. 

Discussion 

Many  anatomic  descriptions  of  the  inguinofemoral 
nodes  have  been  published.^’  ’’  * One  of  the  most 
detailed  descriptions  was  Daseler’s.  based  in  the  zonal 
scheme  of  Rouvier.’  On  this  paper,  the  authors  describe 
their  anatomical  observations  in  450  specimens  and 
found  the  glands,  in  all  cases,  within  the  confines  of  a 
quadrilateral  area  bounded  superiorly  by  a line  12cms 
long,  1cm  above  and  parallel  to  the  inguinal  ligament 
begining  above  the  pubic  tubercule;  medially  by  a line 
15cm  long  perpendicular  downward,  laterally  by  a 
similar  20cm  line;  and  inferiorly  by  a 15cm  transverse 
line  connecting  the  lower  limits  of  the  medical  and  lateral 
borders.  They  also  divided  the  lymphatics  in  this  region 
by  zones  defined  by  their  relationship  to  sapheno- 
femoral  junction  (four  quadrants  and  the  central  zone).* 
Daseler,  et  al,  describe  the  size,  quantities  and  location  of 
the  nodes  in  each  zone,  their  area  of  drainage  and  vessel 
relationship.* 

According  to  this  study,  the  nodes  draining  the  penis 
are  mainly  localized  in  zones  I and  2 which  are  located 
supero-medial  and  supero-lateral  to  thesapheno-femoral 
junction.  They  also  found  several  specimens  in  which  the 
nodes  in  these  zones  were  found  above  the  level  of  the 
inguinal  ligament.  These  authors  also  stated  that  inguinal 
nodes  more  commonly  spread  superolaterally  towards 
the  anterior  superior  iliac  spine  rather  than,  medially 
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towards  the  scrotum.  1 hey  also  stated  the  nodes  in  zones 
1,  2 and  5 were  smaller  than  those  in  zones  3,  4. 

Most  authors  described  a constant  deep  inguinal  node 
located  beneath  the  inguinal  ligament  medial  in  the 
femoral  sheath.  For  many,  this  node,  termed  Cloquet’s  or 
Rosenmueler’s,  was,  if  positive,  the  main  indicator  for 
metastases  in  the  region.  González  Flores,  et  al,^  found 
no  pelvic  lymph  node  invasion  if  Cloquet’s  node  was  free 
of  tumor. 

Anderson  described  the  superficial  penile  lymphatics 
draining  into  the  nodes  corresponding  to  the  Deseler’s 
zones  1 and  2.^ 

In  1977  Cabañas^  described,  by  lymphangiogram  and 
surgical  findings,  the  “SIN”.  He  localized  it  superior  and 
medial  to  the  junction  ofthe  saphenous  and  femoral  veins 
in  the  area  of  the  epigastric  vein.  He  made  a clear  descrip- 
tion of  the  surgical  technique  to  find  this  node.  He 
believes  this  is  the  first  echelon  of  lymphatic  drainage 
from  the  penis.  Through  its  excision  he  attempted  to 
determine  inguinal  metastases.  If  negative,  it  prevented 
the  possible  two  main  complications  of  a more  radical 
lymphadenectomy-lymphadema  and  skin  necrosis.  This 
would  have  been  ideal  in  the  management  of  the  lymph 
nodes  in  penile  carcinoma. 

Even  though  this  may  be  true  in  most  cases,  our  patient 
proved  that  it  does  not  apply  to  all. 

In  most  series,  the  lymphatic  spread  of  cancer  in  the 
penis  has  an  average  of  20-25%  incidence  of  false  negative 
nodes.  (Clinically  not  palpable  with  positive  histologic 
findings.)^’  ’’ 

Daseler’s  found  that  the  main  superficial  penile  nodes 
(located  in  zones  1-2)  are  smaller  than  the  rest  and  so 
more  easily  missed  by  palpation. 

The  high  incidence  of  false  negative  nodes,  their 
relatively  small  size  and  our  findings, are  evidence  against 
Cabañas  statement:. ..“with  SEN  negative,  there  is  no 
reason  for  further  treatment...”.  This  is  why  we  propose 
that  the  only  way  in  which  we  can  be  sure  that  there  are  no 
inguinofemoral  metastases,  or  treat  them  if  present,  is  to 
perform  a complete  superficial  inguinofemoral  lympha- 
denectomy.  Our  technique  is  similar  to  the  inguinal 
dissection  described  by  Hand‘d  and  Hardner,  et  al,‘‘' 
except  that,  if  possible,  we  preserve  the  great  saphenous 
vein.  We  include  in  our  specimen  the  Cloquet’s  node 
whi^h  is  the  junction  between  the  superficial  and  thedeep 
inguinal  and  pelvic  nodes. 

<Tur  findings  in  the  cases  at  the  Mayaguez  Medical 
Ce  Iter  lead  us  to  agree  with  Cabañas  that  there  are  no 
direct  communications  with  the  iliac  nodes.  We  only 
perform  pelvic  lymphadenectomy  if  the  inguinofemoral 
nodes  are  positive  by  histologic  examination. 

We  also  agree  with  Cabañas  that  clinical  examination 
is  not  a reliable  indicator  to  decide  about  the  manage- 
ment of  the  inguinal  nodes. 

Detection  and  early  excision  of  these  metastatic  lymph 
nodes  will  minimize  the  risk  of  dissemination.  It  has  been 
demonstrated  that  there  is  marked  decrease  in  survival 
comparing  the  cases  with  negative  nodes  or  positive 
inguinofemoral  nodes  alone  to  those  with  positive 
inguinofemoral  and  pelvic  nodes  (89%-47%-29%,’ 90%- 
50%-20%^  respectively). 


We  must  be  radical  with  a neoplasm  that,  if  allowed  to 
progress,  has  a very  prognosis  and  a very  limited  response 
to  chemotherapy  and  radiotherapy. 

Conclusion 

We  recommend  the  following  surgical  treatment 
sequence  in  the  teatment  of  carcinoma  of  the  penis,  a 
neoplasm  that  if  treated  prior  to  dissemination  has  a 
relatively  good  prognosis. 

1.  Biopsy.  If  positive... 

2.  Partial  amputation  as  described  by  Lapides'^ 

3.  After  antibiotic  treatment,  superficial  inguinofe- 
moral lymphadenectomy  including  Cloquet’s  node. 
If  positive... 

4.  Bilateral  pelvic  lymphadenectomy. 

Resumen:  Describimos  en  el  presente  informe  un  caso 

que  prueba  la  necesidad  de  hacer  limfadenectomía  radical 
en  los  pacientes  con  cáncer  del  pene.  Correlacionamos  este 
procedimiento  con  estudios  anatómicos  previos. 
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Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  ios 

Estados  Unidos  publicó  unos  objetivos  para  el  mejoramiento 
de  la  salud  de  los  habitantes  del  país  en  los  próximos  diez 
años.  De  los  doce  objetivos  nacionales  de  salud  para  1990 
referentes  a la  salud  dental,  ninguno  ha  sido  conseguido  en 
Puerto  Rico.  Cuatro  objetivos  están  bajo  estudio  o siendo 
perseguidos  (ninguna  escuela  pública  elemental  o secundaria 
— y ninguna  facilidad  médica — debe  ofrecer  alimentos 
altamente  cariogénicos  en  máquinas  de  venta,  o en  progra- 
mas de  desayunos  o almuerzos  escolares;  al  menos  el  95% 
de  la  población  servida  por  sistemas  comunitarios  de  agua 
potable  debe  estar  recibiendo  agua  óptimamente  fluoru- 
rada;  al  menos  el  65%  de  los  escolares  debe  ser  diestro  en 
las  prácticas  de  higiene  oral  personal,  y debe  estar 
recibiendo  otros  servicios  dentales  preventivos  necesarios, 
además  de  fluoruración;  se  habrán  establecido  sistemas 
para  determinar  la  cobertura  [en  la  población]  de  las 
principales  medidas  preventivas  de  salud  pública  dental,  y 
las  actividades  para  reducir  el  consumo  de  alimentos 
altamente  cariogénicos).  No  hay  información  para  evaluar 
la  situación  en  Puerto  Rico  respecto  a los  ocho  objetivos 
restantes:  la  proporción  de  jóvenes  de  9 años  de  edad  que 
haya  tenido  caries  en  sus  dientes  permanentes  debe 
disminuirse  al  60%;  la  prevalencia  de  gingivitis  en  jóvenes 
de  6 a 17  años  debe  disminuir  a 18%;  la  prevalencia  de 
gingivitis  y enfermedad  periodóntica  destructora  en  adultos 
debe  disminuir  a 20%  y 21%,  respectivamente;  todos  los 
estudiantes  de  escuelas  secundarias  y universidades  que 
participen  en  deportes  de  contacto  organizados,  deben  usar 
rutinariamente  protectores  de  boca  apropiados;  al  menos  el 
95%  de  los  escolares  y sus  padres  debe  poder  identificar  los 
principales  factores  de  riesgo  relacionados  a enfermedades 
dentales,  y debe  estar  consciente  de  la  importancia  de  la 
fluoruración  y otras  medidas  para  controlar  estas 
enfermedades;  al  menos  el  75%  de  los  adultos  debe  estar 
consciente  de  la  necesidad  de  mantener  una  cuidadosa 
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higiene  oral,  y atención  profesional  regular,  en  la 
prevención  y control  de  enfermedad  periodóntica;  al  menos 
50%  de  los  escolares  residentes  en  áreas  deficientes  en 
fluoruro  que  no  tienen  sistemas  comunitarios  de  agua 
potable  deben  estar  servidos  por  un  suministro  escolar  de 
agua  óptimamente  fluorurada;  y se  habrá  establecido  un 
sistema  para  la  determinación  periódica  del  estado  de  salud 
oral,  necesidades  de  tratamiento  dental,  y utilización  de 
servicios  dentales  (incluyendo  razón  para,  y costo  de, 
visitas  dentales)  de  la  población.  La  obtención  de  estos 
objetivos  en  Puerto  Rico,  al  igual  que  en  otros  estados, 
exige  la  cooperación  de  diversas  instituciones  gubernamen- 
tales, académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años.'  Este  artículo  presenta 
la  situación  actual  en  Puerto  Rico  de  las  condiciones  y 
programas  relacionados  con  la  salud  dental.  Las  metas  de 
salud  para  1990  identificaron  los  siguientes  quince 
asuntos  prioritarios:  control  de  la  hipertensión,  planifi- 
cación familiar,  salud  en  el  embarazo  y el  primer  año  de 
vida,  inmunizaciones,  enfermedades  de  trasmisión 
sexual,  control  de  agentes  tóxicos,  seguridad  y salud 
ocupacional,  prevención  de  accidentes  y control  de 
lesiones,  fluoruración  y salud  dental,  vigilancia  y control 
de  enfermedades  infeciosas,  el  tabaquismo  y la  salud, 
abuso  de  alcohol  y drogas,  nutrición,  aptitud  física  y 
ejercicio,  control  del  estrés  y el  comportamiento  violento. 
Dentro  de  cada  área  se  especificaron  los  objetivos  a 
alcanzar  para  1990.  Estos  objetivos  (226  en  total), 
planteados  de  manera  mensurable,  se  desarrollaron  en 
consulta  con  más  de  quinientos  expertos  de  los  sectores 
público  y privado,  que  representaban  agencias  de  salud 
federales,  estatales  y locales,  grupos  de  consumidores, 
organizaciones  de  voluntarios  y profesionales  de  salud. 
Las  metas  se  establecieron  tomando  en  cuenta  las 
tendencias  actuales  de  factores  pertinentes,  tales  como 
cambios  demográficos,  estilos  de  vida  y la  disponibilidad 
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de  fondos,  y detallando  lo  que  se  asumió  ocurriría  con 
estos  factores  en  la  década  de  1981  a 1990.  Las  metas  no 
se  han  establecido  como  una  responsabilidad  federal;  han 
de  alcanzarse  por  los  esfuerzos  de  toda  la  gama  de 
agencias  e instituciones  públicas  y privadas,  de  personas 
y comunidades.  El  gobierno  federal  se  ve  llamado  a 
dirigir,  catalizar  y respaldar  un  esfuerzo  colectivo  con 
móviles  locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos.^"'* 

Este  artículo  presenta  la  situación  actual  en  Puerto 
Rico  respecto  a los  objetivos  nacionales  relacionados  con 
la  salud  dental,  pero  algunos  temas  relacionados  han  sido 
tratados  en  artículos  previos  de  esta  serie. ^ 

Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.'  Los  estimados  de  prevalencia 
mencionados  como  parte  de  la  cita  se  refieren  siempre  a 
los  Estados  Unidos.  Cada  meta  se  rotuló  “AA”,  “P”,  o 
“I”  de  acuerdo  con  los  siguientes  criterios:  AA  (aparen- 
temente alcanzada)  si  la  evidencia  disponible  indica  que 
el  estado  de  la  enfermedad  o de  la  técnica  de  salud  pública 
al  momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enferme- 
dad o prestación  del  servicio;  I (indocumentada)  si  la 
información  específica  que  estipula  el  objetivo  no  se 
conoce  para  Puerto  Rico. 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  públicas,  y artículos  de 
periódico,  pero  no  se  han  considerado  en  detalle  los 
estudios  inéditos  llevados  a cabo  por  estudiantes  para 
llenar  requisitos  de  cursos  o de  graduación,  pues 
usualmente  son  investigaciones  de  muestras  muy  pequeñas, 
que  producen  conclusiones  de  aplicabilidad  general 
cuestionable. 

Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  la  proporción  de  jóvenes  de  9 años  de 
edad  que  haya  tenido  caries  dentales  en  sus  dientes 
permanentes  debe  disminuirse  al  60%.  (En  1971-74  era 
71%)”—! 

b.  “Para  1990,  la  prevalencia  de  gingivitis  en  jóvenes 
de  6 a 17  años  debe  disminuir  a 18%.  (En  1971-74,  la 
prevalencia  era  cerca  de  23%.)” — I 

c.  “Para  1990,  la  prevalencia  de  gingivitis  y enfer- 
medad periodóntica  destructora  en  adultos  debe  dismi- 
nuir a 20%  y 21%,  respectivamente.  (En  1971-74,  en 
adultos  de  18  a 74  años,  el  25%  tenía  gingivitis  y 23% 
tenía  enfermedad  periodóntica  destructora).” — I 

No  hay  datos  disponibles  para  medir  en  Puerto  Rico  el 
progreso  hacia  este  objetivo  y los  dos  anteriores.  El 
primer  estudio  de  prevalencia  de  problemas  dentalesen  la 
isla  se  publicó  en  1916,  y el  más  reciente  en  1976.  Un 
examen  físico  general  detallado  de  514  estudiantes  de  la 
Universidad  de  F*uerto  Rico  en  1915  revelóque  198(39%) 
tenían  una  dentadura  en  buenas  condiciones.  El  autor  no 
especificó  qué  método  de  inspección  utilizó,  ni  si  incluyó 
dientes  empastados  entre  los  que  se  consideraban  en 


buenas  condiciones.^  Un  estudio  del  estado  nutricional 
de  los  niños  puertorriqueños  a principio  de  la  década  de 
los  30  examinó  el  estado  de  los  dientes  de  niños  residentes 
en  áreas  urbanas  y rurales,  dividiendo  estos  últimos  entre 
hijos  de  agregados  (el  grupo  socioeconómico  más 
necesitado)  e hijos  de  no  agregados.  En  promedio,  los 
niños  de  áreas  urbanas  tenían  más  caries  que  los  otros 
niños  de  áreas  rurales,  y los  hijos  de  agregados  tenían 
menos  caries  que  los  otros  niños  de  áreas  rurales.  Los 
investigadores,  sorprendidos  por  este  hallazgo,  lo 
atribuyeron  al  posible  mayor  consumo  de  frutas  y 
vegetales  por  los  niños  de  agregados,  y al  mayor  consumo 
de  arroz,  habichuelas  y manteca  por  los  niños  de  áreas 
urbanas.®  Un  examen  de  los  problemas  físicos  de  los 
trabajadores  agrícolas  de  la  isla  en  1936  y 1937  encontró 
que,  de  8,898  trabajadores  de  20  a 70 años  de  edad,  el  63% 
había  perdido  dientes  y el  42%  tenía  caries.’  El  mayor 
estudio  de  la  prevalencia  de  problemas  dentales  en  la  isla 
se  llevó  a cabo  en  1948,  e incluyó  casi  4,000  niños  de  6 a 18 
años  de  edad,  de  siete  pueblos  de  la  isla  (San  Juan, 
Carolina,  Vega  Baja,  Barranquitas,  Quebradillas,  San 
Sebastián  y Cabo  Rojo).  La  investigación  encontró  que  la 
salud  dental  de  los  varones  estudiados  era  peor  que  la  de 
las  mujeres.  El  promedio  de  dientes  cariados,  perdidos  o 
empastados  (obturados)  (CPE)  varió  de  6.8  a 9.4  en  los 
distintos  grupos  de  edad  en  los  varones,  y de  3.8  a 8.8  en 
las  mujeres,  con  valores  máximos,  para  ambos  sexos,  a 
los  8 años  de  edad.‘° 

Para  medir  el  efecto  de  la  fluoruracióndel  agua  en  1952 
se  examinaron  974  niños  (de  6 a 15  años  de  edad)  en  un 
área  que  abarcaba  tres  pueblos,  y en  1958  se  examinaron 
otros  1 ,892  niños  de  esas  edades  en  esos  pueblos.  En  1952 
el  promedio  de  dientes  CPE  fue  5.8  por  niño,  pero  en  1958 
bajó  a 4.0.  Esta  reducción,  31%  para  el  grupo  total,  fue 
mayor  en  los  niños  de  menor  edad,  llegando  a un  máximo 
(66%)  en  el  grupo  de  seis  años  de  edad  (es  decir,  los  que 
habían  ingerido  agua  fluorurada  desde  su  nacimiento)." 
Los  más  recientes  estudios  sobre  este  tema  en  Puerto  Rico 
se  llevaron  a cabo  hace  más  de  diez  años.  En  abril  de  1970 
el  Departamento  de  Salud,  como  parte  de  la  evaluación 
de  sus  servicios  de  salud  dental  examinó  una  muestra  de 
estudiantes  de  cinco  escuelas  elementales  del  municipio 
de  San  Juan.  El  promedio  de  dientes  CPE  estuvo 
alrededor  de  5.  Sin  embargo,  en  tres  estudios  llevados  a 
cabo  en  otros  pueblos  (Loíza,  Caguas  y un  pueblo  no 
identificado),  en  estudiantes  de  escuela  elemental  en 
1970,  1973  y antes  de  1975,  los  promedios  de  dientes  CPE 
fueron  todos  alrededor  de  3.""'® 

Reducción  de  factores  de  riesgo 

d.  “Para  1990,  ninguna  escuela  pública  elemental  o 
secundaria  (y  ninguna  facilidad  médica)  debe  ofrecer 
alimentos  o entremeses  altamente  cariogénicos  en 
máquinas  de  ventas,  o en  programas  de  desayunos  o 
almuerzos  escolares.” — P 

No  hay  datos  respecto  a la  proporción  de  facilidades 
médicas  que  ofrecen  alimentos  altamente  cariogénicos  a 
la  venta  en  sus  predios.  El  Programa  de  Comedores 
Escolares  del  Departamento  de  Instrucción  Pública 
(DIP)  supervisa  el  funcionamiento  de  comedores  en  los 
centros  de  cuidado  diurno  mantenidos  por  agencias 
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estatales  o municipales,  centros  del  programa  “Head 
Start”,  2,565  escuelas  públicas  y 192  escuelas  privadas  en 
Puerto  Rico  (es  decir,  todas  las  escuelas  públicas  de  la 
isla,  y aproximadamente  31%  de  las  privadas,  y el  87% 
del  total  de  escuelas).  El  sistema  de  comedores  escolares 
está  estructurado,  como  el  resto  de  los  programas  del 
DIP,  en  7regiones,con  suscorrespondientesdistritos.  En 
cada  distrito  hay  supervisores  de  comedores  escolares, 
que  con  nutricionistas  a nivel  central  y regional  evalúan  y 
entrenan  el  personal  local.  Los  menús  se  determinan  a 
nivel  central. ‘ Como  regla  del  Programa,  “las  meriendas 
consisten  de  alimentos  nutritivos  como  leche,  frutas  del 
país,  jugos  de  frutas  frescas  y enlatados  del  país  y 
emparedados  nutritivos”.  Además,  se  ha  restringido  “en 
todos  los  planteles  de  enseñanza  y lugares  adyacentes,  la 
venta  de  alimentos  que  compiten  [con  los  nutritivos] 
desde  el  comienzo  de  toda  actividad  escolar  hasta 
finalizar  el  último  período  del  almuerzo  o servicio  que 
ofrezca  el  Programa”.  La  misma  reglamentación  solicita 
de  las  cooperativas  escolares  que  se  limiten  a la  venta  de 
entremeses  nutritivos  como  los  arriba  mencionados,  y 
que  reduzcan  al  mínimo  las  ventas  de  bebidas  gaseosas  y 
dulces,  porque  contribuyen  a la  formación  de  caries 
dentales.'* 

e.  “Para  1990,  virtualmente  todos  los  estudiantes  de 
escuelas  secundarias  y universidades  que  participen  en 
deportes  de  contacto  organizados,  deben  usar  rutina- 
riamente protectores  de  boca  apropiados.” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresa  este  objetivo.  Profesores  de  la  Escuela  de 
Ondontología  han  preparado  un  curso  de  Odontología 
en  los  deportes,  y un  manual,  que  hacen  particular  énfasis 
en  la  utilidad  de  los  protectores  de  boca  y proveen 
abundantes  referencias  sobre  su  eficacia.” 

Mayor  concientización  pública  y profesional 

f.  “Para  1990,  al  menos  el  95%  de  los  escolares  y sus 
padres  debe  poder  identificar  los  principales  factores  de 
riesgo  relacionados  a enfermedades  dentales, y debe  estar 
consciente  de  la  importancia  de  la  fluoruración  y otras 
medidas  para  controlar  estas  enfermedades.  (No  hay 
datos  de  referencia  disponibles).” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresan  éste  y el  próximo  objetivo.  Es  evidente 
que  la  población  de  Puerto  Rico  no  usa  los  servicios 
dentales  con  la  frecuencia  que  debiera,  pues  la  utilización 
promedio  no  alcanza  una  visita  por  persona  alaño,  pero 
esto  no  se  debe  sólo  a desconocimiento,  sino  al  limitado 
servicio  de  salud  oral  que  ofrece  el  sector  gubernamental.'* 

g.  “Para  1990,  al  menos  el  75%  de  los  adultos  debe 
estar  consciente  de  la  necesidad  de  mantener  una 
cuidadosa  higiene  oral,  y atención  profesional  regular,  en 
la  prevención  y control  de  enfermedad  periodóntica.  (En 
1972  sólo  el  52%  conocía  la  necesidad  de  higiene  oral 
personal,  y sólo  28%  estaba  consciente  de  la  necesidad  de 
exámenes  dentales  periódicos.)” — I 

Mejoramiento  de  los  servicios  y la  protección 

h.  “Para  1990,  al  menos  el  95%  de  la  población  servida 
por  sistemas  comunitarios  de  agua  potable  debe  estar 
recibiendo  los  beneficios  de  agua  óptimamente  fluoru- 


rada.  (En  1975,  era  el  60%.)” — P 

En  1952  la  Legislatura  de  Puerto  Ricoasignó  un  dinero 
“para  la  compra  de  equipo,  material  y mano  de  obra” 
para  la  fluoruración  del  agua  potable  de  sistemas 
públicos. Esta  ley  no  establecía  explícitamente  la 
obligación  de  que  la  Autoridad  de  Acueductos  y 
Alcantarillados  (AAA)  mantuviera  niveles  óptimos  de 
fluoruro  en  todos  los  sistemas  de  agua  potable,  pero  la 
asignación  estatal  de  fondos  para  estos  propósitos 
continuó  hasta  el  año  fiscal  1968-69.  Por  varios  años 
después  la  AAA  cubrió  los  gastos  de  sus  ingresos 
propios.^®  Para  1960  el  63%  de  la  población  de  la  isla 
recibía  agua  con  contenido  adecuado  de  fluoruro.^' 

Según  el  censo  de  fluoruración  comisionado  por 
“Centers  for  Disease  Control”  (CDC)  en  1980,  el  72.4% 
de  la  población  en  Puerto  Rico  usaba  agua  potable 
fluorurada.^^  Sin  embargo,  para  esa  época  se  había 
documentado  que  el  patrón  de  concentraciones  de 
fluoruro  en  las  redes  de  distribución  de  agua  de  la  AAA 
era  bastante  irregular,  y el  Departamento  de  Salud 
sugirió  se  mantuviera,  a través  de  toda  la  red  de 
distribución  de  agua  potable,  una  concentración  óptima 
de  fluoruro  de  0.7  partes  por  millón  (ppm).^^  En 
noviembre  de  1985  CDC  llevó  a cabo  un  estudio  de 
seguimiento  del  censo  de  fluoruración,  para  determinar 
la  calidad  de  los  sistemas  que  en  1980  añadían  fluoruro  al 
agua.  En  Puerto  Rico  el  60%  (3)  de  sólo  cinco  sistemas 
examinados  tenía  niveles  adecuados  de  fluoruro  (0.50  — 
LOO  ppm)  y sólo  uno  de  ellos  estaba  al  nivel  óptimo 
(según  ese  censo)  de  1 ppm.^"*  Los  propios  datos  sobre 
fluoruración  de  la  AAA  indican  que  la  gran  mayoría  de  la 
población  de  la  isla  recibe  agua  potable  con  niveles 
ínfimos  de  fluoruro.^*  El  Reglamento  de  Agua  Potable 
actualmente  en  vigor  trata  el  fluoruro  como  contami- 
nante, y sólo  establece  niveles  máximos  permisibles  en 
agua,  aunque  menciona  que  “fluoruro  a niveles  óptimos 
en  agua  potable  ha  demostrado  tener  efectos  beneficiosos 
en  la  reducción  de  la  ocurrencia  de  caries  dentales.”^* 

i.  “Para  1990,  al  menos  50%  de  los  escolares  residentes 
en  áreas  deficientes  en  fluoruro  que  no  tienen  sistemas 
comunitarios  de  agua  potable  deben  estar  servidos  por  un 
suministro  escolar  de  agua  óptimamente  fluorurada.  (En 
1977,  era  cerca  de  6%.)” — I 

No  hay  datos  locales  de  referencia  disponibles  respecto 
a lo  que  expresa  este  objetivo. 

j.  “Para  1990,  al  menos  el  65%  de  los  escolares  debe  ser 
diestro  en  las  prácticas  de  higiene  oral  personal,  y debe 
estar  recibiendo  otros  servicios  dentales  preventivos 
necesarios,  además  de  fluoruración.  (No  hay  datos  de 
referencia  disponibles.)” — P 

En  las  escuelas  elementales  públicas  del  país  los  cursos 
de  primero  a cuarto  grado  incorporan  conceptos  de 
higiene  oral.  La  División  de  Salud  Oral  del  Departamento 
de  Salud  (la  unidad  responsable  de  coordinar  los 
servicios  de  prevención  y tratamiento  dental  a nivel 
público)  lleva  educación  en  prácticas  de  higiene  oral  a 
escuelas  públicas  de  las  regiones  Metropolitana, 
Mayaguez  y Ponce,  con  auxiliares  de  salud  oral.  En  las 
regiones  de  Bayamón  y Caguas  la  educación  se  lleva  a 
cabo  en  colaboración  con  una  compañía  fabricante  de 
pasta  de  dientes.^’ 

El  Programa  “TEAM”  (“Training  Expanded  Auxiliary 
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Management”)  de  la  Escuela  de  Odontología  de  la 
Universidad  de  Puerto  Rico  lleva  cada  año  escolar 
entrenamientos  sobre  higiene  dental,  y provee  servicios 
de  limpieza  oral  a diferentes  escuelas  elementales 
públicas  de  San  Juan.  El  Programa,  en  funcionamiento 
por  más  de  una  década,  atiende  cerca  de  3,000  estudiantes 
cada  año. 

Mejoramiento  en  la  vigilancia  y los  sistemas  de 
evaluación 

k.  “Para  1990  se  habrá  establecido  un  sistema 
abarcador  e integrado  para  la  determinación  periódica 
del  estado  de  salud  oral,  necesidades  de  tratamiento 
dental,  y utilización  de  servicios  dentales  (incluyendo 
razón  para,  y costo  de,  visitas  dentales)  de  la  población  de 
Estados  Unidos.” — I 

l.  “Para  1985,  se  habrán  establecido  sistemas  para 
determinar  la  cobertura  [en  la  población]  de  toda  las 
principales  medidas  preventivas  de  salud  pública  dental, 
y las  actividades  para  reducir  el  consumo  de  alimentos 
altamente  cariogénicos.” — P 

Distintas  agencias  federales  han  establecido  sistemas 
para  determinar  la  cobertura  en  la  población  de  algunas 
medidas  preventivas  de  salud  pública  dental.  El  censo  de 
fluoruración  de  los  “Centers  for  Disease  Control”,  y la 
vigilancia  del  agua  potable  que  lleva  a cabo  “Environ- 
mental Protection  Agency”  cubren  a Puerto  Rico,  pero 
otros  sistemas,  como  las  Encuestas  Nacionales  de 
Entrevistas  sobre  Salud,  que  llevó  a cabo  “National 
Center  for  Health  Statistics”  en  1983  y 1986  no  incluyen 
la  isla.'' 

Discusión 

De  los  doce  objetivos  nacionales  de  salud  para  1990 
referentes  a la  salud  dental,  ninguno  ha  sido  conseguido 
en  Puerto  Rico.  Cuatro  objetivos  están  bajo  estudio  o 
siendo  perseguidos  (ninguna  escuela  pública  elemental  o 
secundaria  — y ninguna  facilidad  médica — debe  ofrecer 
alimentos  altamente  cariogénicos  en  máquinas  de  venta, 
o en  programas  de  desayunos  o almuerzos  escolares;  al 
menos  el  95%  de  la  población  servida  por  sistemas 
comunitarios  de  agua  potable  debe  estar  recibiendo  agua 
óptimamente  fluorurada;  al  menos  el  65%  de  los 
escolares  debe  ser  diestro  en  las  prácticas  de  higiene  oral 
personal,  y debe  estar  recibiendo  otros  servicios  dentales 
preventivos  necesarios,  además  de  fluoruración;  se 
habrán  establecido  sistemas  para  determinar  la  cobertura 
[en  la  población]  de  las  principales  medidas  preventivas  de 
salud  pública  dental,  y las  actividades  para  reducir  el 
consumo  de  alimentos  altamente  cariogénicos).  No  hay 
información  para  evaluar  la  situación  en  Puerto  Rico 
respecto  a los  ocho  objetivos  restantes;  la  proporción  de 
jóvenes  de  9 años  de  edad  que  haya  tenido  caries  en  sus 
dientes  permanentes  debe  disminuirse  al  60%;  la 
prevalencia  de  gingivitis  en  jóvenes  de  6 a 17  años  debe 
disminuir  a 18%;  la  prevalencia  de  gingivitis  y 
enfermedad  periodóntica  destructora  en  adultos  debe 
disminuir  a 20%  y 21%,  respectivamente;  todos  los 
estudiantes  de  escuelas  secundarias  y universidades  que 
participen  en  deportes  de  contacto  organizados,  deben 


usar  rutinariamente  protectores  de  boca  apropiados;  al 
menos  el  95%  de  los  escolares  y sus  padres  debe  poder 
identificar  los  principales  factores  de  riesgo  relacionados 
a enfermedades  dentales,  y debe  estar  consciente  de  la 
importancia  de  la  fluoruración  y otras  medidas  para 
controlar  estas  enfermedades;  al  menos  el  75%  de  los 
adultos  debe  estar  consciente  de  la  necesidad  de  mantener 
una  cuidadosa  higiene  oral,  y atención  profesional 
regular,  en  la  prevención  y control  de  enfermedad 
periodóntica;  al  menos  50%  de  los  escolares  residentes  en 
áreas  deficientes  en  fluoruro  que  no  tienen  sistemas 
comunitarios  de  agua  potable  deben  estar  servidos  por  un 
suministro  escolar  de  agua  óptimamente  fluorurada;  y se 
habrá  establecido  un  sistema  para  la  determinación 
periódica  del  estado  de  salud  oral,  necesidades  de 
tratamiento  dental,  y utilización  de  servicios  dentales 
(incluyendo  razón  para,  y costo  de,  visitas  dentales)  de  la 
población. 

No  haber  alcanzado  ninguno  de  los  objetivos  arriba 
mencionados  indica  que  se  desconoce  en  Puerto  Rico  el 
estado  de  salud  dental  de  la  población  en  general,  pero 
también  (y  esto  es  lo  más  desconsolador)  que  no  se  está 
utilizando  una  medida  preventiva  básica,  la  fluoruración 
del  agua,  para  proteger  la  integridad  de  la  dentadura  de 
los  ciudadanos.  La  aplicación  de  ión  fluoruro  (F‘)  a los 
dientes  ayuda  a fortalecer  la  estructura  química  del 
esmalte  durante  la  infancia,  y a reparar  el  esmalte  durante 
el  crecimiento  y la  adultez.  El  mejor  método  para  proveer 
fluoruro  es  la  adición  del  ión,  en  cantidades  controladas, 
al  sistema  de  agua  potable.^*  La  fluoruración  del  agua 
potable  está  recomendada  por  entidades  profesionales, 
gubernamentales  y cívicas  de  gran  reputación  y solidez 
científica,  como  por  ejemplo,  un  Comité  de  Expertos  de 
la  Organización  Mundial  de  la  Salud  (“el  empleo  de 
fluoruros  es  la  medida  más  eficaz  con  que  se  cuenta  para 
prevenir  la  caries  en  los  programas  orientados  hacia  la 
comunidad”),  la  Asociación  Dental  Americana,  la 
Asociación  Médica  Americana,  la  Academia  Americana 
de  Pediatría,  el  Instituto  Nacional  del  Cáncer,  el  Servicio 
de  Salud  Pública  de  los  Estados  Unidos,  y la  Fundación 
Robert  Wood  Johnson  (“A  un  costo  estimado  de  menos 
de  $1  por  niño  por  año,  la  fluoruración  sigue  siendo  la 
menos  cara  y más  efectiva  medida  preventiva  de  la 
sociedad  contra  las  caries”). 

Sin  embargo,  y como  ya  se  ha  señalado  (objetivo  H), 
los  niveles  de  fluoruro  en  el  agua  potable  de  la  isla  son 
erráticos,  y en  pocos  sistemas  se  añade  ese  ión  al  líquido. 
A pesar  de  los  esfuerzos  de  la  División  de  Salud  Oral  del 
Departamento  de  Salud,  la  fluoruración  de  las  aguas  en 
Puerto  Rico  depende  actualmente  de  las  decisiones 
individuales  de  administradores  y personal  de  campo  de 
la  Autoridad  de  Acueductos  y Alcantarillados,  pues  no 
hay  requisito  legal  que  imponga  la  fluoruración  como 
regla. 

El  fluoruro,  como  cualquier  sustancia  química, 
produce  efectos  tóxicos  cuando  se  ingiere  en  cantidades 
excesivas,  lo  cual  se  loma  en  cuenta  al  recomendar  la 
suplementación  de  la  dieta  con  fluoruro,  por  su  ingestión 
en  agua  o por  pastillas,  gotas  o lavados  bucales.^®  Los 
efectos  nocivos  del  consumo  desproporcionado  de  este 
ión  han  sido  estudiados  y no  incluyen,  como  algunos  han 
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asegurado  falsamente,  cáncer,  defectos  congénitos  ni 
alergias. ” 

La  comprobada  utilidad  de  la  fluoruración  de  las 
aguas  para  proteger  la  dentadura  es  un  dato  que,  de  por 
sí,  no  va  a mejorar  la  calidad  de  nuestra  salud.  Una  acción 
concertada  de  los  ciudadanos,  los  profesionales  de  la 
salud  y ios  líderes  cívicos  puede  producir  la  acción 
gubernamental  necesaria  para  que  por  ley,  reglamento,  y 
asignación  fiscal  se  haga  realidad  pronto  la  fluoruración 
de  las  aguas  potables  de  la  isla.  Contrario  al  historial  de 
algunas  comunidades  en  Inglaterra  y Estados  Unidos,  los 
puertorriqueños  siempre  han  aprovechado  con  entu- 
siasmo los  adelantos  científicos  de  la  salud  pública.  La 
aceptación  de  las  campañas  de  inmunización  contra 
viruela  a principios  de  este  siglo  (y  aún  en  1967-68), 
contra  polio  en  los  años  60,  y la  ley  de  inmunización  de 
estudiantes  en  1983;  las  clínicas  de  uncinariasis  a 
principios  de  siglo,  las  luchas  contra  tuberculosis, 
malaria  y bilharzia  en  las  décadas  siguientes,  y lá  misma 
fluoruración  de  las  aguas  después  de  1952  indican  que 
nuestra  población  no  rechazará  la  implantación  de  una 
medida  efectiva  para  proteger  su  salud  dental. 


Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objectives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years. 
Of  the  twelve  national  health  goals  for  1990  alluding  to 
dental  health,  none  has  been  achieved  in  Puerto  Rico.  Four 
objectives  are  under  study  or  being  pursued  (no  public 
elementary  or  secondary  school  — and  no  medical 
facility — should  offer  highly  cariogenic  foods  in  vending 
machines  or  in  school  breakfast  or  lunch  programs;  at  least 
95%  of  the  population  on  community  water  systems  should 
be  receiving  optimally  fluoridated  water;  at  least  65%  of 
school  children  should  be  proficient  in  personal  oral  hygiene 
practices  and  should  be  receiving  other  needed  preventive 
dental  services  in  addition  to  fluoridation;  systems  should 
be  in  place  for  determining  coverage  of  all  major  dental 
public  health  preventive  measures  and  activities  to  reduce 
consumption  of  highly  cariogenic  foods).  There  is  no 
information  to  evaluate  the  situation  in  Puerto  Rico 
regarding  the  remaining  twelve  objetives:  the  proportion  of 
9 year-old  children  who  have  experienced  dental  caries  in 
their  permanent  teeth  should  be  decreased  to  60%;  the 
prevalence  of  gingivitis  in  children  6 to  17  years  should  be 
decreased  to  18%;  in  adults  the  prevalence  of  gingivitis  and 
destructive  periodontal  disease  should  be  decreased  to  20% 
and  21%,  respectively;  virtually  all  students  in  secondary 
schools  and  colleges  who  participate  in  organized  contact 
sports  should  routinely  wear  proper  mouth  guards;  at  least 
95%  of  school  children  and  their  parents  should  be  able  to 
identify  the  principal  risk  factors  related  to  dental  diseases 
and  be  aware  of  the  importance  of  fluoridation  and  other 
measures  in  controlling  these  diseases;  at  least  75%  of 
adults  should  be  aware  of  the  necessity  for  both  thorough 
personal  oral  hygiene  and  regular  professional  care  in  the 
prevention  and  control  of  periodontal  disease;  at  least  50% 
of  school  children  living  in  fluoride-deficient  areas  that  do 
not  have  community  water  systems  should  be  served  by  an 
optimally  fluoridated  school  water  supply;  a comprehensive 


and  integrated  system  should  be  in  place  for  periodic 
determination  of  the  oral  health  status,  dental  treatment 
needs  and  utilization  of  dental  services  (including  reason  for 
and  costs  of  dental  visits)  of  the  population.  The 
achievement  of  these  objectives  in  Puerto  Rico,  as  in  other 
states,  requires  the  cooperation  of  many  governmental, 
academic  and  voluntary  institutions. 
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Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 


ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 


FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México:  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapado 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Facultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 


APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  social  de 
apertura  y cierre  del  curso  de  Educación  Médica. 

EXCURSION  POST-CONVENCION:  Excursión  de  7 
días  “La  Ruta  de  La  Independiencia”que  nos  llevará  a 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 


CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y Cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  lOO.ÍX) 

Médicos  Méxicanos  25. (X) 


NOTA:  Para  poder  unirse  a la  excursión  será  necesario 
pagar  la  cuota  de  Inscripción. 
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iTo  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LA‘. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


M UINUt-UAILY  H 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90°/" 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best___j 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ¡ 

INDERAL!  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  10  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive,  bela-adrenergic  receptor- 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  Ihe  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80  120  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
Ihe  capsules  are  approximately  60%  to  65%  of  Ihe  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  Ihe  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-tor-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  relitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  Ihe  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect  INDERAL  LA  has  been  therapeutically  equivalent  to  Ihe  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  lor  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
lor  q term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
h©3rt  muscis 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  cohtroversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  ah  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  Ihe  glaucoma  screening  test  Withdrawal  may  lead  to . 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  hear 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  resei 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activiL 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatii 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  ; 
calcium-channel-blocking  drug  especially  intravenous  verapamil,  for  both  agents  may  de 
press  myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomí 
tant  intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocai 
dial  infarction 

Aluminum  hydroxide  ge/ greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone.  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasm: 
levels  of  both  drugs 

Antipynne  and  lidocaine  have  reduced  clearance  when  used  concomitantly  witl 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  Tj  concentration  when  used  concomitantl- 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  anr 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  11 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg'kg.  day,  there  was  ni 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effect: 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  c 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  11 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  bi 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exerciser 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rare!' 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten 
sion,  paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  thr 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visus 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  b 

disorientation  for  time  and  place,  short-tern 
memory  loss,  emotional  lability,  slight!' 
clouded  sensorium,  and  decreased  perfor 
manee  on  neuropsychometrics  For  immediatf 
formulations,  fatigue,  lethargy  and  vivn 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas 
trie  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis 
erythematous  rash  fever  combined  with  ach 
ing  and  sore  throat,  laryngospasm  and  respira 
tory  distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  beer 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involvint 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  no 
been  associated  with  propraholol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propraholol  hydrochloride  in : 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAI 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutu 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  fo 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Relitration  ma' 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mr 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  br 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  64( 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  n 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  L/ 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optims 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  thi 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  anr 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  tiosage  gradually  over  a period  of  a few  weeks  (sei 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  L/ 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  bi 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  nc  i 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  shouk 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  severa 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  lor  use 
♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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SPECIAL  ARTICLES 


Osteoporosis 


Osteoporosis  is  a major  underlying  cause  of  bone 
fractures  in  postmenopausal  women  and  older  per- 
sons in  general.  It  is  a condition  in  which  bone  mass 
decreases,  causing  bones  to  be  more  susceptible  to 
fracture.  A fall,  blow,  or  lifting  action  that  would  not 
bruise  or  strain  the  average  person  can  easily  cause  one  or 
more  bones  to  break  in  a person  with  severe  osteoporosis . 

Medical  practitioners  and  patients  alike  are  concerned 
with  the  optimum  approach  to  the  treatment  and  preven- 
tion of  osteoporosis.  The  appropriate  timing  and  proper 
use  of  agents,  such  as  calcium,  vitamin  D,  estrogens,  and 
fluorides,  as  well  as  the  role  of  exercise  are  issues  that 
have  generated  major  research  efforts  and  considerable 
controversy. 

In  an  effort  to  resolve  some  of  the  questions 
surrounding  these  issues,  the  National  Institutes  of 
Health  convened  a Consensus  Development  Conference 
on  Osteoporosis  on  April  2-4,  1984.  Aftera  day  and  a half 
of  presentations  by  experts  in  the  field,  a consensus  panel 
including  representatives  of  orthopaedics,  endocrinology, 
gynecology,  rheumatology,  epidemiology,  nutrition, 
biochemistry,  family  medicine,  and  the  general  public 
considered  the  evidence  and  agreed  on  answers  to  the 
following  key  questions: 

• What  is  osteoporosis? 

• What  are  the  clinical  features  of  osteoporosis,  and 
how  is  it  detected? 

• Who  is  at  risk  for  developing  osteoporosis? 

• What  are  the  possible  causes  of  osteoporosis? 

• How  can  osteoporosis  be  prevented  and  treated? 

• What  are  the  directions  for  future  research? 

Panel’s  Conclusions 

Osteoporosis  is  a major  public  health  problem. 
Although  all  bones  are  affected,  fractures  of  the  spine, 
wrist,  and  hip  are  typical  and  most  common.  The  risk  of 
developing  osteoporosis  increases  with  age  and  is  higher 
in  women  than  in  men  and  in  whites  than  in  blacks.  Its 
cause  appears  to  reside  in  the  mechanisms  underlying  an 
accentuation  of  the  normal  loss  of  bone,  which  follows 
the  menopause  in  women  and  occurs  in  all  individuals 
with  advancing  age.  There  are  no  laboratory  tests  for 
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defining  individuals  at  risk  or  those  with  mild  osteopo- 
rosis. The  diagnosis  of  primary  osteoporosis  is  established 
by  documentation  of  reduced  bone  density  or  mass  in  a 
patient  with  a typical  fracture  syndrome  after  exclusion 
of  known  cause  of  excessive  bone  loss.  Prevention  of 
fracture  in  susceptible  patients  is  the  primary  goal  of 
intervention.  Strategies  include  assuring  estrogen  repla- 
cement in  postmenopausal  women,  adequate  nutrition 
including  an  elemental  calcium  intake  of  1,000- 1,500  mg 
a day,  and  a program  of  modest  weight-bearing  exercise. 
There  is  great  need  for  additional  research  on  understand- 
ing the  biology  of  human  bone,  defining  individuals  at 
special  risk,  and  developing  safe,  effective,  low-cost 
strategies  for  fracture  prevention. 

What  is  osteoporosis? 

Primary  osteoporosis  is  an  age-related  disorder 
characterized  by  decreased  bone  mass  and  by  increased 
susceptibility  to  fractures  in  the  absence  of  other  recog- 
nizable causes  of  bone  loss. 

Osteoporosis  is  a common  condition  affecting  as  many 
as  15-20  million  individuals  in  the  United  States.  About 
1.3  million  fractures  attributable  to  osteoporosis  occur 
annually  in  people  age  45  and  older.  Among  those  who 
live  to  be  age  90,  32  percent  of  women  and  17  percent  of 
men  will  suffer  a hip  fracture,  most  due  to  osteoporosis. 
The  cost  of  osteoporosis  in  the  United  States  has  been 
estimated  at  $3.8  billion  annually. 

Bone  is  composed  of  a collagen-rich  organic  matrix 
impregnated  with  mineral-largely  calcium  and  phosphate. 
Two  major  forms  of  bone  exist.  Compact  cortical  bone 
forms  the  external  envelopes  of  the  skeleton;  trabecular 
or  medullary  bone  forms  plates  that  traverse  the  internal 
cavities  of  the  skeleton.  The  proportions  of  cortical  and 
trabecular  bone  vary  at  different  sites.  Vertebral  bodies 
contain  predominantly  trabecular  bone,  while  the 
proximal  femur  contains  predominantly  cortical  bone. 
The  responses  of  the  two  forms  of  bone  to  metabolic 
influences  and  their  susceptibility  to  fracture  differ. 

Bone  undergoes  continuous  remodeling  (turnover) 
throughout  life.  Osteoclasts  resorb  bone  in  microscopic 
cavities;  osteopblasts  then  reform  the  bone  surfaces, 
filling  the  cavities.  Normally,  bone  resorption  and 
formation  are  linked  closely  in  space,  time,  and  degree. 
Mechanical  and  electrical  forces,  hormones,  and  local 
regulatory  factors  influence  remodeling. 

Peak  bone  mass  is  achieved  at  about  35  years  of  age  for 
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cortical  bone  and  earlier  for  trabecular  bone.  Sex,  race, 
nutrition,  exercise,  and  overall  health  influence  peak 
mass.  Bone  mass  is  approximately  30  percent  higher  in 
men  than  in  women  and  approximately  10  percent  higher 
in  blacks  than  in  whites.  In  each  group,  bone  mass  varies 
among  individuals. 

After  reaching  its  peak,  bone  mass  declines  throughout 
life  due  to  an  imbalance  in  remodeling.  Bones  lose  both 
mineral  and  organic  matrix  but  retain  their  basic 
organization.  In  women,  bone  mass  decreases  rapidly  for 
3 to  7 years  after  menopause.  Bone  loss  also  is  enhanced 
in  a variety  of  diseases. 

Women  have  more  fractures  than  men,  and  whites 
have  more  fractures  than  blacks.  Three  factors  determine 
the  likelihood  of  fractures:  first,  the  magnitude, 
direction,  and  duration  of  the  applied  force;  second,  the 
dissipation  of  that  force  by  muscle  contraction  and  soft 
tissue  absorption;  and  finally,  bone  strength.  Injuries  are 
more  frequent  and  energy  dissipation  diminishes  with 
advancing  age.  Reduction  in  bone  mass  is  the  most 
important  reason  for  the  increased  frequency  of  bone 
fractures  in  postmenopausal  women  and  in  the  elderly. 

Classifying  primary  osteoporosis  into  clinical,  histolo- 
gical, or  biochemical  subsets  may  be  useful  from  the 
stand-points  of  etiology,  prevention,  and  treatment. 
There  is  clinical  and  histological  evidence  for  different 
subsets.  Vertebral  fractures  occur  most  frquently  in 
women  aged  55  to  75  with  accelerated  loss  of  trabecular 
bone.  Hip  fractures  occur  most  frequently  in  older  men 
and  women  who  slowly  have  lost  both  cortical  and 
trabecular  mass.  Bone  biopsies  from  some  individuals 
with  primary  osteoporosis  show  high  turnover  rates; 
biopsies  from  others  show  low  or  intermediate  rates  of 
turnover. 

What  are  the  clinical  features  of  osteoporosis, 
and  how  is  it  detected? 

The  clinical  manifestations  of  osteoporosis  include 
fractures  and  their  complications.  Characteristically, 
fractures  occur  in  the  thoracic  and  lumbar  vertebral 
bodies,  the  neck  and  intertrochanteric  regions  of  the 
femur,  and  the  distal  radius.  Osteoporotic  individuals 
may  fracture  any  bone  more  easily  than  their  nonosteo- 
porotic  counterparts. 

Vertebral  compression  fractures  occur  more  frequently 
in  women  than  in  men,  and  typically  affect  Tg-Lj.  These 
fractures  may  develop  during  routine  activities,  such  as 
bending,  lifting,  or  rising  from  a chair  or  bed.  Immediate, 
severe,  local  back  pain  often  results.  Pain  usualy  subsides 
within  several  months.  Some  individuals  experience 
persistent  pain  due  to  altered  spinal  mechanics.  In 
contrast,  some  vertebral  fractures  do  not  cause  pain. 
Gradual  asymptomatic  vertebral  compression  may  be 
detected  only  upon  radiographic  examination.  Loss  of 
body  height  and/or  the  development  of  kyphosis  may  be 
the  only  signs  of  multiple  vertebral  fractures.  Discomfort, 
debility,  and,  rarely,  pulmonary  dysfunction  may 
accompany  thoracic  shortening.  Abdominal  symptoms 
may  include  early  satiety,  bloating,  and  constipation. 

Hip  fractures  are  another  important  manifestation  of 
osteoporosis.  The  affected  population  tends  to  be  oiOer 


and  the  sex  distribution  more  even  than  is  the  case  in 
vertebral  fracture. 

Acute  complicatons  — hospitalization,  depression, 
and  mechanical  failure  of  the  surgical  procedure — are 
common.  Most  patients  fail  to  recover  normal  activity, 
and  mortality  within  1 year  approaches  20  percent.  Distal 
radial  fractures  limit  use  of  the  extremity  for  4to  8 weeks, 
although  long-term  disability  is  uncommon.  These 
fractures  promote  fear  of  loss  of  independent  living,  fear 
of  additional  falls  and  fractures,  and  depression. 

Detection  of  low  skeletal  mass  and/or  a fracture  after 
minor  trauma  should  alert  the  physician  to  the  presence 
of  metabolic  bone  disease.  The  physician  should  evaluate 
further  to  exclude  osteomalacia,  hyperparathyroidism, 
hyperthyroidism,  multiple  myeloma,  metastatic  disease, 
syndromes  of  glucocorticoid  excess,  and  other  causes  of 
secondary  osteoporosis.  No  blood  or  urine  test  establishes 
specifically  the  diagnosis  of  primary  osteoporosis,  but 
such  tests  may  exclude  secondary  causes. 

Several  noninvasive  methods  are  available  to  evaluate 
bone  density.  These  vary  widely  in  cost,  availability,  and 
radiation  dose.  Standard  radiographs  of  the  spine  are 
most  widely  available.  Roentgenograms  are,  however, 
insensitive  indicators  of  bone  loss,  since  bone  density 
must  be  decresed  by  at  least  20  to  30  percent  before  the 
reduction  can  be  appreciated.  Characteristic  abnormali- 
ties on  standard  roentgenograms  are  sufficient  for 
establishing  the  diagnosis  of  osteoporosis  if  secondary 
causes  are  excluded  clinically  or  radiographically.  If  the 
spine  film  is  not  diagnostic  but  clinical  suspicion  is  high,  a 
variety  of  other  procedures  may  be  indicated.  These 
include  radiogrammetry  for  measurement  of  cortical 
thickness,  photodensitometry,  the  Singh  Index  of 
femoral  trabecular  pattern,  single  and  dual  photon 
absorptiometry,  neutron  activation,  Compton  scatter- 
ing, and  single  and  dual  energy  computed  tomography. 
Use  of  these  techniques  will  depend  on  their  availability, 
cost,  and  further  studies  of  their  discriminatory  capabili- 
ties and  sensitivity. 

With  histomorphometry,  usually  performed  on  a bone 
biopsy  from  the  iliac  crest,  bone  mass  can  be  evaluated 
and  osteomalacia  and  certain  forms  of  secondary 
osteoporosis  excluded.  Bone  biopsy  is  safe  but  requires 
specialized  equipment  and  expert  analysis  that  are  not 
widely  available. 

Who  is  at  risk  for  developing  osteoporosis? 

The  correlation  of  osteoporosis  with  the  following 
factors  is  well  documented.  Bone  mass  declines  with  age 
in  all  people  and  is  related  to  sex,  race,  menopause,  and 
body  weight-for-height. 

Women  are  at  higher  risk  than  men  in  that  they  have 
less  bone  mass  and,  for  several  years  following  natural  or 
induced  menopause,  the  rate  of  bone  mass  decline  is 
accelerated.  Early  menopause  is  one  of  the  strongest 
predictors  for  the  development  of  osteoporosis.  White 
women  are  at  much  higher  risk  than  black  women,  and 
white  men  are  at  higher  risk  than  black  men.  Women  who 
are  underweight  also  have  osteoporosis  more  aften  than 
overweight  women.  Cigarette  smoking  may  be  an 
additional  predictor  of  risk.  Calcium  deficiency  has  been 
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implicated  in  the  pathogenesis  of  this  disease. 

Immobilizatiopn  and  prolonged  bed  rest  produce 
rapid  bone  loss,  while  exercise  involving  weight  bearing 
has  been  shown  both  to  reduce  bone  loss  and  to  increase 
bone  mass.  The  optimal  type  and  amount  of  physical 
activity  that  will  prevent  osteoporosis  have  not  been 
established.  Exercise  sufficient  to  induce  amenorrhea  in 
young  women  may  lead  to  decreased  bone  mass. 

The  relationship  of  osteoporosis  to  hereditary  and 
dietary  factors,  such  as  alcohol,  vitamins  A and  C, 
magnesium,  and  protein,  is  les  firmly  established.  Some 
of  these  factors  may  act  indirectly  through  their  effect  on 
calcium  fnetabolism  or  body  weight. 

What  are  the  possible  causes  of  osteoporosis? 

Because  primary  osteoporosis  is  characterized  by 
decreased  bone  mass,  the  causes  of  the  disorder  must  be 
sought  among  the  factors  that  determine  the  quantity  and 
quality  of  bone,  including  the  magnitude  of  maximum 
bone  mass  at  maturity  and  the  rate  of  bone  loss  with 
aging.  Complex  cellular,  physiologic,  and  metabolic 
factors  may  underlie  the  pathogenesis  of  osteoporosis. 
Discrete  cell  types,  anatomically  and  functionally  con- 
nected, are  continually  renewed  and  maintain  the 
complex  skeletal  tissue.  Several  systemic  hormones  and 
an  increasingly  recognized  number  of  local  (paracrine) 
factors  regulate  bone  cell  activity.  Diet,  as  well  as 
intestinal  and  renal  function,  influences  mineral  ion 
homeostasis  needed  to  maintain  the  skeleton.  The 
formation  and  resorption  of  bone  and  thei  r coupling  also 
are  modified  by  external  physical  forces  such  as  those 
generated  by  body  weight  and  exercise. 

Osteoporosis  is  histologically,  biochemically,  and 
kinetically  heterogeneous;  rapid  bone  turnover  or 
reduced  rates  of  bone  formation  have  been  documented 
in  patients  with  primary  osteoporosis.  Multiple  etiologies 
would  not  be  surprising,  considering  the  complex  factors 
regulating  normal  bone  metabolism.  Among  the  many 
possible  etiologies  of  primary  osteoporosis,  current  data 
point  to  two  probable  causes;  deficiency  of  estrogen  and 
deficiency  of  calcium.  Rapid  bone  loss  often  accompanies 
menopause,  and  premature  osteoporosis  follows  bilateral 
oophorectomy.  Estrogen  replacement  prevents  bone  loss 
in  both  conditions.  The  following  observations  support  a 
causal  relationship  between  calcium  deficiency  and 
osteoporosis:  Calcium  deficiency  in  experimental  animals 
causes  osteoporosis;  a low  calcium  intake  is  common 
among  the  elderly  in  the  United  States;  and  calcium 
supplementation  reduces  bone  loss. 

How  can  osteoporosis  be  prevented  and  treated? 

Physicians  must  emphasize  measures  that  retard  or 
halt  the  progress  of  osteoporosis  before  irreversible 
structural  defects  occur.  The  mainstays  of  prevention  and 
management  of  osteoporosis  are  estrogen  and  calcium; 
exercise  and  nutrition  may  be  important  adjuncts. 

Estrogen  replacement  therapy  is  highly  effective  for 
preventing  osteoporosis  in  women.  Estrogen  reduces 
bone  resorption  and  retards  or  halts  postmenopausal 
bone  loss.  Case-controlled  studies  have  shown  a 
substantial  reduction  in  hip  and  wrist  fractures  in  women 


whose  estrogen  replacement  was  begun  within  a few  years 
of  menopause.  Studies  also  suggest  that  estrogen  reduces 
the  rate  of  vertebral  fractures.  Even  when  started  as  late 
as  6 years  after  menopause,  estrogen  prevents  further  loss 
of  bone  mass  but  does  not  restore  it  to  premenopausal 
levels.  Oral  estrogen  protects  at  low  doses,  such  as 
0.625  mg  of  conjugate  equine  estrogen,  (25  micrograms 
of  mestranol  and  2 mg  of  estradiol  valcrated  dailv 
exemplify  other  protective  regimens  reviewed  by  the 
panel). 

All  of  the  above  data  on  efficacy  are  based  almost 
exclusively  on  studies  in  white  women.  Therefore,  the 
following  recommendations  on  therapy  for  osteoporosis 
pertain  to  that  group.  Cyclic  estrogen  therapy  should  be 
given  to  women  whose  ovaries  are  removed  before  age  50 
in  whom  there  are  no  specific  contraindications.  Women 
who  have  had  a natural  menopause  also  should  be  consi- 
dered for  cyclic  estrogen  replacement  if  they  have  no 
contraindications  and  if  they  understand  the  risks  and 
agree  to  regular  medical  evaluations.  The  duration  of 
estrogen  therapy  need  not  be  limited.  There  is  no  convinc- 
ing evidence  that  initiatingestrogen  therapy  in  elderly 
women  will  prevent  osteoporosis.  The  decision  to  treat 
women  of  other  racial  backgrounds  should  be  determined 
on  a case-by-case  basis. 

Estrogen-associated  endometrial  cancer  is  usually 
manifested  at  an  early  stage  and  is  rarely  fatal  when 
managed  appropriately.  The  bulk  of  evidence  indicates 
that  estrogen  use  is  not  associated  with  an  increased  risk 
of  breast  cancer.  Adding  a progestogen  probably  reduces 
the  risk  of  endometrial  cancer,  but  there  is  little  informa- 
tion about  the  safety  of  long-term  combined  estrogen  and 
progestogen  treatment  in  postmenopausal  women. 
Younger  patients  receiving  progestogens  in  oral  contra- 
ceptives experienced  an  increased  risk  of  hypertension 
and  cardiovascular  disease.  Some  progestogens  may 
blunt  or  eliminate  the  favorable  effects  of  estrogen  on 
lipoproteins. 

Until  more  data  on  risks  and  benefits  are  available, 
physicians  and  patients  may  prefer  to  reserve  estrogen 
(with  or  without  progestogen)  therapy  for  conditions  that 
confer  a high  risk  of  osteoporosis,  such  as  the  occurrence 
of  premature  menopause. 

The  usual  daily  intake  of  elemental  calcium  in  the 
United  States,  450  mg  to  550  mg,  falls  well  below  the 
National  Research  Council’s  (NRC)  recommended 
dietary  allowance  (RDA)  of  800  mg;  the  RDA  is  designed 
to  meet  the  needs  of  approximately  95  percent  or  more  of 
the  population.  Calcium  metabolic  balance  studies 
indicate  a daily  requirement  of  about  1,000  mg  of  calcium 
for  premenopausal  and  estrogen-treated  women.  Post- 
menopausal women  who  are  not  treated  with  estrogen 
require  about  1,500  mg  daily  for  calcium  balance. 
Therefore,  the  RDA  for  calcium  is  evidently  too  low, 
particularly  for  postmenopausal  women  and  may  well  be 
too  low  in  elderly  men.  In  some  studies,  high  dietary 
calcium  suppresses  age-related  bone  loss  and  reduces  the 
fracture  rate  in  patients  with  osteoporosis.  It  seems  likely 
that  an  increase  in  calcium  intake  to  1,000  to  1,500  mg  a 
day  beginning  well  before  the  menopause  will  reduce  the 
incidence  of  osteoporosis  in  postmenopausal  women. 
Increased  calcium  intake  may  prevent  age-related  bone 
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loss  in  men  as  well. 

The  major  sources  of  calcium  in  the  U.S.  diet  are  milk 
and  dairy  products.  Each  8 ounce  glass  (240  ml)  of  milk 
contains  275-300  mg  calcium.  Skim  or  low  fat  milk  is 
prefered  to  minimize  fat  intake.  For  those  unable  to  take, 
1,000  to  1.500  mg  calcium  by  diet,  supplementation  with 
calcium  tablets  is  recommended,  with  special  attention  to 
their  elmental  calcium  content. 

Levels  of  calcium  intake  greater  than  those  recom- 
mended herein  could  cause  urinary  tract  stones  in 
susceptible  people.  Anyone  with  a history  of  kidney 
stones  should  only  undertake  calcium  supplementation 
with  the  guidance  of  a physician. 

Normal  levels  of  vitamin  D are  required  for  optimal 
calcium  absorption.  The  requirement  for  vitamin  D 
increases  with  age.  Persons  who  do  not  receive  adequate 
daily  sunlight  exposure,  such  as  those  confined  to  home 
or  to  a nursing  facility,  are  at  special  risk  for  vitamin  D 
deficiency.  Vitamin  D has  dangerous  effects  at  high 
doses.  Although  the  toxic  dose  varies  among  individuals, 
toxicity  has  occurred  at  levels  as  low  as  2,000-5,000  inter- 
national units  [I.U.]  daily.  No  one  should  consume  more 
than  15  to  20  micrograms  (600  to  800  units,  twice  the 
daily  RDA)  without  a doctor’s  recommendation. 

Inactivity  leads  to  bone  loss.  Some  recent  studies 
suggest  that  weight-bearing  exercise  may  reduce  bone 
loss.  Modest  weight-bearing  exercise,  such  as  walking,  is 
recommended. 

Several  agents  and  modalities  of  treatment  are 
currently  under  investigation,  but  their  efficacy  and/or 
safety  have  not  been  established.  These  include  sodium 
fluoride,  calcitriol,  calcitonin,  weakly  androgenic  ana- 
bolic steroids,  thiazides,  bisphosphonates,  the  1-34  frag- 
ment of  parathyroid  and  “ADFR,”  a complex  system  of 
several  drugs.  Sodium  fluoride,  in  association  with  a high 
talcium  intake,  may  have  a role  to  play  in  patients 
afflicted  with  severe  osteoporosis,  but  its  efficacy  and 
safety  are  unproven;  prospective  studies  are  now  under 
way. 

Strategies  to  prevent  falls  are  important  in  elderly 
patients  who  may  fall  fequently  for  a variety  of  reasons, 
such  as  from  effects  of  drugs.  Specific  environmental 
interventions  can  minimize  home  hazards  that  increase 
the  chances  of  falling. 

Physicians  treating  fractures  in  osteoporotic  patients 
should  recognize  the  benefits  of  rapid  return  to  function 
and  avoidance  of  prolonged  immobilization. 

What  are  the  directions  for  future  research? 

Future  research  in  osteoporosis  should  approach  the 
currently  unanswered  basic  research  questions  concern- 
ing the  development  and  maintenance  of  bone  asa  tissue. 
At  the  same  time,  there  is  great  need  for  clinical  and 
epidemiological  re.search  to  further  explore  and  extend 
the  current  potential  for  practical  prevention  and 
treatment  of  the  disease.  A deeper  knowledge  of  factors 
controlling  bone  cell  activity  and  regulation  of  bone 
mineral  and  matrix  formation  and  remodeling  should 
contribute  ultimately  to  our  understanuing  i>f  the 
etiology  of  osteoporosis.  This  understanding  will  permit 
a more  rational  choice  and  evaluation  of  tf.erapies.  even 


as  current  treatments  are  evaluated  clinically. 

The  panel  recommends: 

1.  Observational  and  epidemiological  studies  to  deter- 
mine the  impact  of  multiple  demographic  and 
behavioral  factors  on  bone  mass  and  fracture 
frequency.  Such  studies  could  be  conducted  by 
appropriate  additions  to  existing  population-based 
studies. 

2.  Clinical  studies  to  determine  whether  the  observed 
age,  sex,  and  skeletal  distribution  differences  in 
osteoporosis  reflect  different  mechanisms  and  predict 
different  responses  to  intervention. 

3.  Studies  to  develop  occurate,  safe,  inexpensive 
methods  for  determining  the  level  of  risk  for 
osteoporosis  in  an  individual,  to  establish  early 
diagnosis,  and  to  assess  the  clinical  course  of  the 
disease. 

4.  Studies  to  develop  safe,  effective,  low-cost  strategies 
whjich  might  be  applicable  to  populations  at  large 
for  maximizing  peak  bone  mass,  minimizing  bone 
loss,  and  preventing  fractures. 

5.  Studies  to  determine  the  optimal  regimen  of  gonadal 
hormones  for  prevention  of  bone  loss  and  fracture. 

6.  Studies  to  elucidate  further  the  mechanisms  of  bone 
growth  and  remodeling,  their  local  and  systemic 
regulation,  and  their  alteration  in  osteoporosis. 

7.  Studies  to  understand  alterations  in  the  structure  and 
biomechanical  properties  of  bone  in  osteoporosis 
and  the  relationship  of  these  alterations  to  the 
mechanisms  and  management  of  fractures. 
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CARTAS  AL  EDITOR 


La  Asociación  Médica  y la  Colegiación 


Deseo,  através  de  esta  nota,  felicitar  calurosamente  al  Dr.  Núñez-Lópezpor  su  precioso  artículo 
que  aparece  en  el  Boletín  de  enero  del  presente  año  y que  se  titula  “¿Qué  es  la  Asociación 
Médica  de  Puerto  Rico  para  un  Pasado  Presidente?”.  Esa  carta  lo  dice  todo  y explica  el  por  qué 
una  persona  como  yo,  con  más  de  40  años  de  ser  miembro,  sigue  activo  en  la  Asociación  y sigue 
defendiéndola  como  mejor  puede. 

Ante  lo  que  encierra  el  escrito  del  Dr.  Núñez-López,  es  incomprensible  para  mí  la  favorable 
postura  de  algunos  de  nuestros  pasados  presidentes  hacia  la  propuesta  de  la  colegiación,  ya  que  su 
implantación  representaría  la  destrucción  y desaparición  de  la  entidad  que  ellos  se  honraron  en 
presidir.  Es  incomprensible  para  mí  que  estas  personas  prefieran  deshacerse  de  una  institución 
libre  y democrática  para  sustituirla  por  una  que  coacciona  al  médico,  negándole,  desde  su  inicio, 
toda  opción,  y que  se  somete,  viciadamente,  a la  Legislatura  de  nuestro  país. 

Pero  es  más  incomprensible  aún,  el  haberse  hecho  partícipe  de  una  acción  tan  tachable  como 
irregular  al  ofrecer  su  endoso,  manifestado  o callado,  a la  Comisión  del  Referendum  en  su 
decisión,  después  de  conocer  la  votación  final,  de  cambiar  las  reglas  bajo  las  cuales  se  llevó  a efecto 
dicho  referendum  saliendo  la  colegiación  derrotada.  De  llegar  a materializarse  la  colegiación 
gracias  a esta  acción  maquiavélica,  no  concibo  de  un  principio  más  turbio  que  éste  para  ella,  que 
se  escribiría  en  la  primera  página  de  su  iniciada  y dudosa  historia. 

Espero  que  los  más  de  nuestros  colegas  lean  detenidamente  la  carta  del  Dr.  Núñez-López  para 
que  comprendan  el  por  qué  seguimos  defendiendo  a la  AMPR  con  tesón  y ahinco. 

Lo  único  que  siento  es  no  haber  sido  yo  al  autor. 


José  M.  Torres-Gómez,  MD,  FACP 
Santurce,  P.R. 
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DTP  SHOT  NOT  ASSOCIATED  WITH  SIDS 


Results  from  a recently-completed  study  found  no 
association  between  the  DTP  (diphtheria-tetanus-pertussis) 
vaccine  and  SIDS  (Sudden  Infant  Death  Syndrome).  In 
fact,  the  infants  in  the  study  who  died  of  SIDS  had  a 
significantly  lower  incidence  of  DTP  immunization  than 
the  control.  The  study,  from  the  National  Institute  of 
Child  Health  and  Development  (NICHD),  published  in 
the  April  issue  of  Pediatrics,  noted:  “There  is  no 
suggestion  of  an  excess  of  deaths  due  to  SIDS  within  the 
first  24  hours  after  DTP  immunization.”  The  study 
continued,  “It  is  clear  that  exposure  to  DTP  immuniza- 
tion does  not  correlate  positively  with  (these)  two  major 
risk  factors  for  SIDS,  low  birth  weight  and  black  race.” 

These  results  confirmed  a preliminary  report,  released 
in  1982,  on  the  first  half  of  the  study. 

The  study  population  was  derived  from  Chicago,  eight 
counties  in  California,  New  York  City,  Seattle,  upstate 
New  York  and  St.  Louis,  offering  diverse  geographical 
areas.  Data  collection  included  an  interview  with 
mothers  and  a review  of  medical  records.  A total  of  800 
infants  who  died  from  SIDS  were  compared  with  1600 
control  infants,  all  of  whom  ware  matched  for  age  and 
half  of  whom  were  matched  for  race  and  birth  weight. 

Ninety-five  percent  of  the  SIDS  victims  (757)  were 
defined  as  definitely  or  probably  having  died  of  SIDS  on 
the  basis  of  pathology  data.  Five  infants  immunized  with 
DTP  (1.8  percent)  died  within  the  first  24  hours  following 
immunization.  Fewer  than  two  percent  of  infants  who 
died  from  SIDS  died  within  24  hours  of  DTP  immuni- 
zation. “It  is  difficult  to  accept  that  a temporal  relation- 
ship exists  between  DTP  immunization  and  SIDS,”  the 
authors  said. 

The  incidence  of  SIDS  among  black  infants  in  the 
geographical  areas  studied  was  29  percent  higher  than 
indicated  by  national  data.  This,  the  authors  noted, 
probably  reflects  underreporting  of  SIDS  as  a cause  of 
postneonatal  infant  death  among  black  infants  nationally. 


Additionally,  a strong  relationship  exists  between  low 
birth  weight  and/or  preterm  birth  and  SIDS.  The  study 
finding  that  80  percent  of  SIDS  deaths  occurred  before 
five  months  of  age  confirmed  a well-known  feature  of 
SIDS  epidemiology. 


HEALTH  GUIDELINES  FOR  THE  ATTENDANCE 

IN  DAY  CARE  AND  FOSTER  CARE  SETTINGS  OF 
CHILDREN  INFECTED  WITH  HUMAN 
IMMUNODEFICIENCY  VIRUS 

Currently,  the  risk  of  children  spreading  AIDS  in  day 
care  is  only  hypothetical.  None  of  the  AIDS  cases 
reported  in  the  U.S.  has  been  transmitted  in  the  school  or 
day  care  setting.  Widespread  screening  for  AIDS  in  day 
care  is  neither  warranted  nor  recommended. 

The  decision  to  allow  a child  with  AIDS  to  attend  day 
care  should  be  made  on  a case-by-case  basis. 

If  a child  with  AIDS  is  already  in  day  care,  the  decision 
to  exclude  him  should  depend  on  his  ability  to  control 
body  secretions,  hand  or  object  mouthing  behaviors, 
biting,  or  the  presence  of  any  open  skin  lesions. 

There  are  several  factors  which  increase  the  trans- 
mission of  communicable  diseases  in  child  day  care 
settings: 

1)  they  are  in  close  physical  contact  with  each  other  for 
extended  periods  of  time; 

2)  young  children  exhibit  hand  and  object  mouthing 
behaviors  that  enhance  the  likelihood  of  their 
acquiring  numerous  infectious  diseases; 

3)  toilet  and  hand-washing  facilities  may  be  inadequate 
for  optimal  hygiene,  and  the  children’s  use  of 
available  facilities  is  often  less  than  ideal. 

Children  who  have  symptoms  of  AIDS  should  not  be 
given  live  virus  vaccines. 

Those  involved  in  the  care  of  a preschool  child  with 
AIDS  should  be  informed  of  the  child’s  infection  status 
and  should  respect  the  child’s  and  family’s  right  to 
privacy. 

Adults  infected  with  AIDS  may  care  for  children  in  day 
care,  as  long  as  they  do  not  have  open  skin  sores  or  other 
conditions  that  would  allow  contact  with  their  body 
fluids. 


SCHOOL  ATTENDANCE  OF  CHILDREN  AND 
ADOLESCENTS  WITH  HUMAN 
T LYMPHOTROPIC  VIRUS  III/ 
LYMPHADENOPATHY-ASSOCIATED  VIRUS 
INFECHON 

Most  children  infected  with  AIDSshould  beallowed  to 
attend  school,  with  the  approval  of  their  doctor  and 
proper  medical  supervision. 

Students  who  bite,  cannot  control  their  body  secretion, 
or  have  open  skin  sores  that  cannot  be  covered  require  a 
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more  restricted  school  environment  until  more  is  known 
about  the  transmission  of  the  AIDS  virus. 

•All  schools  should  adopt  routine  procedures  for 
handling  blood  and  body  tluids. 

A student’s  right  to  privacy  should  be  respected. 

School  personnel  who  are  aware  of  a student  with 
AIDS  should  be  kept  to  a minimum. 

FACTS  ON  AIDS 

The  first  cases  of  AIDS  in  the  U.S.  were  reported  in 
1981. 

Currently,  1.5  million  Americans  are  estimated  to  be 
infected  with  the  AIDS  virus. 

As  of  February  23,  1987,  the  Federal  Centers  for 
Disease  Control  cited  the  following  total  number  of 
reported  AIDS  cases  to  date: 

Children  13  years  and  under  443 

Adolescents  and  adults,  14  years  and  up  30,5993 

By  the  end  oí  1991,  a ten-year  period  since  the  disease 
was  first  recognized.  Surgeon  General  Koop  estimated 
that  270,000  cases  of  AIDS  will  have  occurred,  with 
179,000  cases  resulting  in  death. 

The  five  states  with  the  highest  prevalence  of  AIDS  are: 

FOR  MEN  - California,  District  of  Columbia, 
Idorida,  New  York  and  Texas 

FOR  WOMEN  - Connecticut,  District  of  Columbia, 
Elorida,  New  Jersey  and  New  York. 


AAP  STRENGTHENS  POSITION  ON 
LEAD  HAZARDS 

Because  lead  remains  a signi  'icant  hazard  to  the  health 
of  American  Children,  the  American  Academy  of 
Pediatrics  (AAP)  is  asking  for  widespread  screening  of 
high  risk  children,  a national  p rogram  to  screen  for  and 
remove  lead  hazards  from  housing,  and  restoration  of 
federal  funding  to  rid  the  U.S.  of  lead  hazards. 

In  a policy  statement  in  the  March  issue  of  Pediatrics, 
the  Academy  says  that  exposure  to  lead  is  widespread  and 
causes  serious  impairments  to  children  at  relatively  low 
levels  of  exposure — the  effects  of  which  are  largely 
irreversible. 

“Ideally,  all  preschool  children  should  be  screened  for 
lead  absorption,’’  the  AAP  says.  However,  since  lead 
exposure  in  some  areas  is  so  low,  children  who  live  in 
older  or  dilapidated  housing  should  definitely  be 
screened — at  approximately  12  months  of  age. 

“Inspection  of  a child’s  environment  is  generally 
undertaken  only  when  an  elevated  blood  level  is  found,” 
the  AAP  says.  “In  effect,  children  are  used  as  biologic 
monitors  for  environmental  lead.” 

The  AAP  says  a national  program  for  systematic 
screening  of  lead  hazards  in  housing  is  overdue,  and 
recommends  that  the  U.S.  Department  of  Housing  and 
Urban  Development  require  lead-based  paint  be  removed 
from  all  public  and  private  housing,  as  well  as  make 
reporting  of  lead  poi.soning  mandatory  in  all  states. 


MALE  HOMOSEXUALITY: 

THE  ADOLESCENTS  PERSPECTIVE 


Although  young  homosexual  men  are  comfortable 
with  their  sexual  preference,  they  are  likely  to  encounter 
negative  attitudes,  discrimination,  verbal  and  even 
physical  assaults.  A recent  study  of  male  adolescent 
homosexuals  suggests  this  place  them  at  high  risk  of 
physical  and  psychosocial  dysfunction. 

Two  studies,  published  in  the  March  issue  of  Pediatrics, 
the  journal  of  the  American  Academy  of  Pediatrics 
(AAP),  demonstrate  that  homosexuality  is  a well- 
established  sexual  preference  for  certain  adolescents. 
Given  the  choice  of  making  any  changes  in  their  sexuali- 
ties, most  of  the  29  adolescents  participating  in  the 
studies  refused  to  do  so.  Only  six  wished  to  be  hete- 
rosexual. 

However,  many  viewed  their  futures  with  trepidation 
or  were  experiencing  a loss  of  self-esteem,  masculinity  or 
spiritual  worth.  “Because  adolescence  is  a critical  period 
in  identify  formation,  we  speculate  that  the  young  gay 
persons’  adverse  experiences  may  complicate  and, 
possibly,  impair  their  psychosocial  development,”  wrote 
Gary  Remafedi,  M.D.,  M.P.H.,  author  of  the  studies. 

Dr.  Remafedi  interviewed  29  young  men  who 
volunteered  to  participate  anonymously  in  the  studies, 
conducted  at  the  Adolescent  Health  Program,  University 
of  Minnesota  Hospital  and  Clinic,  Minneapolis.  They 
were  recruited  through  advertisements  in  a local  gay 
newspaper,  a gay-oriented  radio  station  and  a health 
department  clinic.  They  were  predominantly  white, 
middle  class,  ranging  from  1 5 to  19  years  old  (mean  age  of 
18  years),  and  were  self-described  as  gay  or  bisexual. 

Approximately  half  of  the  adolescents  reported 
previous  heterosexual  experiences;  all  but  one  had 
previous  homosexual  experiences.  Homosexuality  was 
defined  by  most  as  a general  “attraction  to  men”,  both 
emotional  and  physical,  and  an  indicator  of  positive 
personal  attributes,  rather  than  as  an  isolated  sexual 
behavior.  Eight  recalled  an  attraction  to  men  as  early  six 
years  old  or  younger.  The  remaining  18  became  aware  of 
these  feelings  around  14  years  old. 

More  of  the  homosexuals’  mothers  were  aware  of  their 
sons’  sexual  orientations  than  their  fathers.  Select  friends 
were  more  frequently  informed  than  parents,  and  friends 
were  identified  as  the  most  important  source  of  help  with 
problems  and  worries.  “Despite  these  efforts,  half  of  the 
adolescents  had  lost  friends  and  most  had  received 
negative  or  ambivalent  responses  from  parents,” 

Dr.  Remafedi  said. 

Although  all  of  the  adolescent  were  able  to  identify 
disadvantages  attached  to  homosexuality,  only  nine  were 
able  to  describe  any  advantages.  Discrimination  and  the 
need  to  hide  a homosexual  identify  were  the  most 
frequently  cited  problems. 

Ten  of  the  adolescents  thought  they  had  been  discrimi- 
nated against  in  education,  employment  or  housing;  eight 
were  victims  of  physical  assaults — half  of  which  occurred 
on  school  property.  Sixteen  reported  regular  verbal  abuse 
from  classmates. 
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All  but  one  adolescent  admitted  to  contemplating 
suicide  at  some  time  in  their  lives.  Ten  had  actually 
attempted  suicide.  Others  reported  running  away  from 
home  or  conflict  with  the  law.  Eight  had  left  high  school 
before  completion,  citing  sexuality-related  conflicts  as 
the  reason  for  discontinuing. 

The  adolescents  themselves  identified  a causal  link 
between  conflict  about  sexual  identify  and  these 
subsequent  adverse  consequences. 

The  majority  of  the  adolescents  met  their  sexual 
partners  in  gay  bars  or  public  places  such  as  beaches  and 
parks.  Nearly  one  third  of  the  adolescents  said  they  and 
their  partners  “didn’t  know  each  other”  before  initiating 
sex.  Nearly  half  reported  a history  of  sexually- 
transmitted  diseases. 

The  numerous  stressors  on  the  adolescent  homosexual’s 
life  may  predispose  him  to  “impaired  social,  emotional 
and  physical  health,”  the  author  hypothesized. 


HIB  VACCINE  STUDY: 
SAFE  SHOT,  MILD  REACTIONS 


In  the  first  large-scale  study  to  examine  the  safety  of  the 
Hib  (H  influenzae  type  b)  vaccine  in  this  country,  the 
vaccine  was  found  to  be  safe  after  administration  to  more 
than  87,000  children. 

According  to  the  study,  published  in  this  month’s 
Pediatrics,  the  journal  of  the  American  Academy  of 
Pediatrics  (AAP),  the  administration  of  the  vaccine  was 
not  associated  with  any  serious  long-term  consequences. 
Side  effects  of  immunization  were  uncommon  and 
limited  to  mild  local  reactions — tenderness  at  the 
injection  site  being  most  common. 

The  vaccine  (b-CAPSA  I H.  influenazae  type  b 
polysaccharide)  was  given  to  87,541  children,  two 
through  five  years  of  age,  in  the  Kaiser  Permanente 
Medical  Care  Program,  encompassing  22  medical  centers 
in  Northern  California.  Short-term  (24  hours)  and  long- 
term (30  days  after  immunization)  follow-up  were 
achieved  through  the  use  of  written  questionnaires, 
telephone  calls  to  parents  and  review  of  hospital  records. 

Less  than  one  percent  of  children  had  a temperature  of 
of  102  degrees  Farenheit  or  higher  24  hours  after 
vaccination,  and  less  than  three  percent  had  a tempera- 
ture of  101  degrees  Farenheit  or  higher.  Almost  98 
percent  of  the  children  had  temperatures  less  than  101 
degrees  Farenheit. 

During  the  30-day  follow-up,  40  hospitalizations  were 
reported,  but  only  one  was  believed  to  be  associated  with 
vaccine  administration — a child  who  had  a prior  history 
of  asthma  (wheezing  developed  after  immunization). 

Three  children  had  seizures  within  30  days  of 
immunizations;  however,  the  authors  wrote,  “None  of 
the  seizures  was  believed  by  the  reporting  physician  to  be 
associated  with  immunization.”  All  three  of  the  children 
were  neurologically  normal  when  evaluated  at  follow-ups 
ranging  from  two  to  eleven  months. 

Epiglottitis  developed  in  one  three-year-old  child  four 
weeks  after  receiving  the  Hib  vaccine.  In  another  three- 


year-old,  meningitis  developed  four  weeks  after  immuni- 
zation. “These  two  cases  were  considered  to  represent 
cases  of  vaccine  failure,”  the  study  said. 

Also,  four  children  were  hospitalized  for  disease  due  to 
H.  influenzae  type  b within  one  week  of  immunization. 
“Although  the  significance  of  these  four  cases  is  not 
certain,  it  is  possible  that  the  administration  of 
H.  influenzae  type  b polysacchride  vaccine  briefly  places 
the  vaccine  recipient  at  increased  risk  of  disease,”  the 
researchers  said. 

Incidentally,  the  parents  of  children  who  became  sick 
during  the  30-day  surveillance  period  were  more  likely  to 
return  the  questionnaires  than  those  whose  children  were 
not  ill,  the  authors  noted.  This  was  most  dramatic  in 
parents  of  children  who  had  seizures  (100  percent 
returned)  or  were  hospitalized  (96.2  percent  returned). 

Haemophilus  influenzae  type  b is  the  most  common 
cause  of  meningitis  in  preschool  children  and  is  a 
common  cause  of  epiglottitis  and  pneumonia. 


ACP  OUTLINES  RESTRUCTURING  STRATEGIES 
FOR  MEDICAL  LIABILITY  SYSTEM 


Tort  reform  proposals  designed  to  ease  the  medical 
malpractice  crisis  must  not  deprive  patients  injured 
through  negligence  of  their  right  to  adequate  compen- 
sation, according  to  a recently  adopted  American  College 
of  Physicians  (ACP)  position  paper. 

The  paper,  “Restructuring  the  Medical  Liability 
System,”  stated  that  on  balance  ACP  favors  “reasonable 
limitation  on  non-economic  damages,  abolition  of  the 
joint  and  several  liability  rule,  introduction  of  structured 
or  periodic  payment  of  damages,  and  abolition  of  the 
collateral  source  rule.” 

ACP  also  supports  investigation  of  non-litigious 
alternatives  for  compensating  injured  patients,  such  as 
physician  offers  of  compensation  for  physical  and 
economic  injury,  arbitration,  and  private  contractual 
compensation  arrangements  between  patient  and  provider. 

The  medical  community  must  take  steps  to  reduce  the 
incidence  of  malpractice,  emphasized  the  College.  Such 
steps  include  setting  standards  of  care,  developing  risk- 
management  programs,  reviewing  malpractice  and 
disciplinary  records  of  both  current  and  prospective 
medical  staff  members,  and  restricting  or  denyingclinical 
privileges  to  unqualified  or  incompetent  physicians. 

The  operations  of  malpractice  insurance  carriers 
should  be  examined  to  determine  more  effectively  why 
liability  insurance  has  become  so  costly  and  hard  to 
obtain,  said  the  College.  ACP  also  called  for  collection 
and  analysis  of  data  concerning  individual  physicians’ 
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malpractice  experience.  Setting  rates  on  the  basis  of 
experience  should  be  considered. 

The  influence  of  tort  reform  to  date  is  “uncertain,” 
stated  the  College.  The  expected  reduction  in  the  number 
and  severity  of  lawsuits  has  not  happened  in  the  past  few 
years.  There  is  some  evidence  of  a decline  in  the  number 
and  severity  of  lawsuits  in  states  that  capped  awards  for 
damages  and  required  the  offsetting  of  collateral  compen- 
sation. “However,”  stated  the  College,  “the  methodology 
employed  to  obtain  this  data  does  not  account  for 
potential  influential  differences  among  state  statutes  and 
does  not  account  for  the  delays  between  the  time  statutes 
were  enacted  and  when  they  became  effective.  Under 
these  circumstances,  the  data  should  be  regarded  as 
tentative.” 

Similarly,  noted  ACP,  there  is  little  evidence  that 
specific  reform  measures  have  improved  availability  of 
liability  insurance  or  reduced  its  cost.  The  only  reform 
linked  to  reduced  premiums  is  mandatory  use  of  pre-trial 
screening  panels.  “Yet  even  this  measure  may  be 
disadvantageous  in  the  long  run,”  said  the  College.  “The 
hearing  panels  may  actually  add  to  the  overall  cost  of 
resolving  claims  in  cases  which  proceed  to  trial  and  are 
not  settled  during  the  screening  hearing.” 

Further  studies  of  experienced-based  rating  are  needed 
to  determine  the  advantages  and  disadvantages  of  that 
approach,  said  the  College.  However,  “experience  rating 
shows  promise  as  a reform  mechanism  that  would  further 
the  goal  of  deterring  malpractice  in  addition  to  reducing 
premium  levels  for  practitioners  whose  good  records 
reflect  their  caliber  as  skilled  physicians.”  Under  the 
current  system,  physicians  in  high-risk  specialties  who 
have  never  been  found  negligent  by  a court  pay  the  same 
premium  as  counterparts  who  have  been  found  liable  for 
malpractice  several  times. 


ACP  CAUTIONS  PHYSICIANS  TO  USE  TOTAL 
PARENTERAL  NUTRITION  JUDICIOUSLY 


Total  parenteral  nutrition  (TPN)  should  be  used  only 
for  certain  groups  of  patients,  according  to  a statement 
from  the  American  College  of  Physicians  (ACP). 

In  1985,  approximately  550,000  hospitalized  patients 
received  parenteral  nutritional  support — which  bypass 
the  usual  steps  of  nutrient  digestion  and  absorption  by 
delivering  pre-digested  nutrients  directly  into  the  blood- 
stream— at  an  estimated  cost  for  solution  and  equipment 
of  $1  billion.  A recent  review  of  the  Medicare  prospective 
payment  system  suggested  it  costs  more  to  treat  patients 
requiring  nutritional  support. 

The  statement — developed  by  ACP’s  Clinical  Efficacy 
Assessment  Project  (CEA P)— is  based  on  an  analysis  of 
18  clinical  trials.  Most  of  the  studies  could  not  detect 
reductions  in  major  complications  or  death  due  to  use  of 
TPN — also  called  hyperalimentation,  parenteral  nutri- 
tional support,  or  parenteral  feeding. 

However,  notes  the  statement,  there  were  some  design 
flaws  in  the  available  studies,  and  on  the  basis  of  clinical 


judgment  alone,  ACP  recommends  perioperative  paren- 
teral nutritional  support  for  severely  malnourished 
patients  having  major  surgery  (e.g.,  intra -abdominal, 
non-cardiac  intrathoracic  surgery). 

Postoperative  TPN  is  recommended  for  selected 
groups  of  moderately  malnourished  and  previously  well 
nourished  patients  who  have  surgery  usually  resulting  in 
prolonged  periods — 10  days  or  more — with  inadequate 
nutritional  intake  (e.g.,  pancreaticoduodenectomy  or 
esophagogastrectomy  involving  total  gastric  resection). 
Some  of  these  patients  may  be  fed  via  a jejunostomy 
(small-intestine  feeding)  tube  as  an  alternative  to  TPN. 

Postoperative  parenteral  nutrition  is  also  recommended 
for  previously  well  nourished  patients  who  develop 
postoperative  complications  expected  to  result  in 
prolonged  periods — 10  days  or  more — with  inadequate 
intake  (e.g.,  small  bowel  resection  associated  with 
peritonitis). 

ACP  recommends  physicians  be  selective  in  their  use  of 
TPN.  Although,  parenteral  nutritional  support  is  a 
feasible  and  reasonably  safe  method  of  improving 
patients’  nutritional  status,  approximately  6.7  percent  of 
patients  treated  with  TPN  will  experience  such  iatrogenic 
complications  as  pneumothorax  subclavian  and  axillary 
vein  thrombosis,  and  septicemia. 
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NO  CHANGE  IN  DTP  RECOMMENDATIONS; 
LOW  RISKS  FOR  ORAL  POLIO  VACCINE 

Delaying  the  schedule  for  immunizing  infants  with 
diphtheria  and  tetanus  toxoids  and  pertussis  (DTP) 
vaccine  would  result  in  a substantial  number  of  new  cases 
of  pertussis  (whooping  cough)  in  the  United  States, 
according  to  a report  in  JAMA. 

A second  report  and  accompanying  editorial  suggest 
that  a new  acellular  vaccine  developed  in  Japan  may 
cause  fewer  side  effects  than  the  whole-cell  pertussis 
vaccine  used  in  this  country.  A third  study  documents  the 
rare  occurrence  of  paralytic  poliomyelitis  associated  with 
oral  polio  vaccine  (OPV). 

Adverse  reactions  of  some  infants  to  DTP  vaccine,  and 
other  health  problems  that  have  been  associated  with 
vaccination,  have  prompted  discussion  of  delaying  the 
vaccination  schedule  from  2,  4,  and  6 months  of  age  to 
8,  10,  and  12  months,  observe  Ann  W.  Funkhouser,  MS, 
of  Case-Western  Reserve  University  School  of  Medicine, 
Cleveland,  and  colleagues.  Through  the  use  of  a m odel  to 
predict  the  health  effects  of  a schedule  change,  the 
researchers  show  that  the  current  vaccination  schedule  is 
associated  with  less  morbidity  and  should  be  continued. 

“An  additional  636  cases  of  pertussis  — 115  of  which 
would  be  associated  with  complications,  including  two 
encephalopathies — were  projected  to  occur  under  the 
proposes  as  compared  to  the  current  schedule,”  the 
researchers  say,  noting  that  the  incidence  and  severity  of 
pertussis  in  early  infancy  is  higher  than  at  anyother  time 
of  life.  They  assumed  no  change  in  adverse  medical  events 
attributable  to  the  vaccine. 

Chance  associations  with  adverse  events  would 
change,  however,  because  susceptibility  to  certain 
conditions  varies  with  the  age  of  the  infant.  “We 
projected  353  fewer  chance  associations  with  sudden 
infant  death  syndrome  (SIDS)  but  1311  more  chance 
associations  between  DTP  and  seizures,”  the  researchers 
say.  About  85  percent  of  all  SIDS  cases  occur  in  infants 
younger  than  6 months,  while  first-onset  seizures, 
especially  those  associated  with  fever,  tend  to  occur  in 
older  infants.  The  researchers  say  further  study  is  needed 
to  determine  whether  vaccine  associated  seizures  or 
encephalopathy  occur  less  frequently  in  8-  to  12-month 
old  children  than  in  2-  to  6-month-old  infants. 


A second  report  compares  the  use  of  whole-cell 
pertussis  vaccines  and  acellular  vaccines  in  Japan,  where 
the  acellular  vaccine  was  first  introduced  in  1981. 
Gary  R.  Noble,  MD,  of  the  Centers  for  Disease  Control 
(CDC),  Atlanta,  and  colleagues  say  that  lower  frequencies 
of  mild  local  and  febrile  reactions  have  been  reported 
after  administration  of  acellular  vaccines,  prompting 
interest  in  licensing  them  for  use  in  the  United  States. 

During  1974-1975,  when  two  deaths  occurred  after 
administration  of  DTP  vaccine,  the  Japanese  raised  the 
age  of  initial  vaccination  from  3 months  to  2 years.  The 
Japanese  Ministry  of  Health  and  Welfare  encouraged 
research  and  development  of  a better  vaccine,  and,  since 
1981,  more  than  20  million  doses  of  the  aceullalar  vaccine 
have  been  administered,  mostly  to  children  2 years  of  age 
and  older.  This  difference  in  age  of  vaccination  makes 
comparisons  with  the  United  States  more  difficult. 

“Overall,  the  experience  of  Japanese  clinicians  has 
been  that  local  and  febrile  reactions  are  less  frequent  with 
component  (acellular)  vaccines  than  with  whole-cell 
vaccines,”  the  report  notes,  adding  that  the  number  of 
serious  adverse  events  decreased  when  the  age  of 
vaccination  was  raised  in  1975.  (Increased  numbers  of 
infants  with  pertussis  have  also  been  noted).  The  report 
suggests  that  the  Lower  number  of  adverse  events  may 
simply  reflect  a reduction  in  coincidental  occurance  of 
adverse  conditions  that  are  more  common  during 
infancy.  “If  acellular  vaccines  have  produced  a reduction 
in  the  occurrence  of  serious  reactions  with  sequelae  in 
children  over  2 years  of  age,  the  decrease  is  slight,”  the 
researchers  conclude. 

In  an  accompanying  editorial,  James  D.  Cherry,  MD, 
of  UCLA  School  of  Medicine,  Los  Angeles,  and  Edward 
A.  Mortimer,  Jr.,  MD,  of  Case  Western,  note  that  the 
acellular  vaccines  from  Japan  seem  as  immunogenic  and 
effective  as  whole-cell  vaccines  used  in  the  Untied  States. 
They  add,  however,  that  comparative  data  on  safety  and 
efficacy  in  infants  are  not  yet  available;  such  data  will  be 
forthcoming  from  Sweden,  where  one  of  the  six 
commercial  Japanese  vaccines  is  being  tested  in  infants. 

“The  available  data  indicate  that  fever  (both  in 
frequency  and  degree)  and  other  common  systemic 
reactions  such  as  fretfulness,  anorexia,  vomiting  and 
drowsiness  will  be  less  common  with  the  use  of  acellular 
pertussis  vaccines,”  say  Cherry  and  Mortimer.  The  most 
important  question,  whether  acellular  vaccines  are  less 
likely  to  cause  “pertussis  vaccine  encephalopathy,” 
remains  unanswered.  “Vaccine-associated  permanent 
neurological  illness  in  Japan  was  drastically  reduced  not 
by  the  use  of  acellular  pertussis  vaccines  but  by  the 
change  in  immunization  age  from  3 months  to  2 years,” 
they  observe. 

In  a third  article,  Benjamin  M.  Nkowane,  MB,  ChB, 
MPH,  (now  with  the  School  of  Medicine  in  Lusaka, 
Zambia)  and  colleagues  of  the  CDC,  Atlanta,  report  that 
from  1973  to  1984,  there  were  138  cases  of  paralytic  polio- 
myelitis reported  in  the  United  States;  105  (76  percent) 
were  vaccine  associated.  “Of  the  105  vaccine-associated 
cases,  35  occurred  in  recipients  of  oral  polio  vaccine 
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(OPV),  50  in  contacts  to  OPV  recipients,  14  in  immune 
deficient  individuals,  and  six  in  individuals  who  had  no 
history  of  receiving  OPV  or  contact  with  recent  OPV 
recipients,”  the  report  notes. 

Thirty-three  (66  percent)  of  the  household/relative 
contacts  who  developed  polio  had  no  history  of  polio 
vaccination;  16  had  incomplete  vaccination  histories. 
The  report  emphasizes  that  the  risk  of  OPV  is  rare;  the 
overall  frequency  of  polio  caused  by  the  vaccine  was  one 
case  per  2.6  million  doses  distributed.  “However,”  the 
researchers  add,  “the  relative  frequency  of  paralysis 
associated  with  the  first  dose  in  the  OPV  series  was  one 
case  per  520,000  doses  vs.  one  case  per  12.3  million 
subsequent  doses.” 

.JAMA  March  ¡3.  1987 


CHEWABLE  TABLETS  EFFECTIVELY 
PREVENT  TRAVELERS’  DIARRHEA 

A high-dose  regimen  of  chewable  bismuth  subsalicylate 
tablets  can  effectively  prevent  travelers’  diarrhea,  which 
affects  about  40  percent  of  the  nearly  20  million  people 
who  travel  annually  from  industrialized  to  developing 
nations,  says  a study  in  JAMA. 

Two  tablets  taken  four  times  a day  seems  to  safely  and 
effectively  reduce  traveler’s  diarrhea  among  those  at  risk 
for  up  to  three  weeks,  report  Herbert  L.  DuPont,  MD,  of 
the  University  of  Texas  Health  Science  Center  at 
Houston,  and  colleagues  say.  The  tablets,  they  note,  are 
similar  to  a well-known  over-the-counter  formulation. 

Despite  the  tablets’  excellent  prophylactic  ability, 
“undoubtedly,  careful  selection  of  food  and  beverages 
while  in  high-risk  areas  will  continue  to  be  the  most 
important  preventive  measure”  against  travelers’  diarrhea, 
conclude  the  researchers. 

The  study  involved  182  US  students  who  were 
spending  a summer  in  Mexico.  The  study  subjects  were 
randomly  to  receive  two  (high-dose)  or  one  (low-dose)  of 
bismuth  subsalicylate  four  times  daily,  or  a placebo  four 
times  daily  over  a three-week  period.  The  two-tablet 
regimen  was  found  to  be  65  percent  effective  in 
preventing  diarrhea,  while  the  low-dose  regimen  was  40 
percent  effective.  The  tablets  were  well-tolerated,  the 
study  says,  with  no  major  adverse  side  effects  reported. 

.JAMA  March  13,  J987 


VEGETARIAN  THERMODYNAMICS 

The  reduced  energy  expenditure  and  intake  noted  in 
vegetarians  may  be  a result  of  their  high-fiber  diet,  which 
is  rich  in  unrefined  carbohydrates,  vegetables  and  fruits, 
a latter  in  JAMA  suggests.  Franco  Contaldo,  MD,  and 
Alberto  Cohort!,  of  the  University  of  Naples,  Italy, 
studied  the  effect  of  dietary  fiber  on  post-meal  therm 
ogenesis  (heat  production  in  the  body)  in  seven  subjects, 
findings  significantly  more  heat  was  produced  after  a 
low-fiver  meal  than  after  one  high  in  fiber  content.  “Our 


study  suggests  that  dietary  fiber  may  affect  not  only 
energy  intake  (through  the  well-known  satiety  effect)  but 
also  energy  expenditure,”  they  say.  “These  findings  may 
contribute  to  the  understanding  of  low  energy  require- 
ments (and  therefore  low  energy  intake)  in  vegetarians 
compared  with  individuals  on  the  usual  mixed  American 
or  European  diet.” 

JAMA  March  J3.  1987 

“GOOSE  STEP  HEMATURIA” 


A weight-lifter  practicing  an  exaggerated  form  of 
“power-walking”  may  have  taken  this  exercise  a bit  too 
far,  says  a letter  in  JAMA.  Harry  D.  Kerr,  MD,  of  the 
Medical  College  of  Wisconsin,  describes  a 44-year-old 
man  who  sought  advice  about  an  episode  of  painless, 
dark  red  urination.  The  man  said  this  occurred  after  he 
helped  push  a car  out  of  a snowbank,  then  walked 
home — a three — mile  distance — by  “power-walking.” 
He  described  this  as  “similar  to  goose-step  marching,” 
with  fully  straightened  arms  swinging  forward  90  degrees 
in  synch  with  a long  stiff-legged  gait,  hips  flexed  high. 
This  transmits  most  of  the  impact  of  the  walking  from  the 
heels  to  the  back,  Kerr  writes.  The  man  began  power- 
walking at  the  advice  of  fellow  weight-lifters  but  seems  to 
have  considerably  exaggerated  the  technique,  which  is 
advocated  by  body-builder  Steve  Reeves,  Kerr  says. 
“Sometimes  ‘walking’  may  not  be  just  walking,”  he 
concludes. 

JAMA  March  13.  J987 


DIET  MAY  REPLACE  BLOOD  PRESSURE 
MEDICATION  FOR  SOME  PATIENTS 


Some  patients  with  moderately  high  blood  pressure 
may  be  able  to  forego  medication  if  they  manage  to  lose 
weight  and  reduce  their  intake  of  sodium  and  alcohol, 
according  to  a study  reported  in  JAMA.  A second  study 
shows  that  while  there  may  be  a small  group  of  patients 
who  can  remain  normotensive  without  medication,  most 
will  relapse  and  require  medical  control  of  blood  pressure 
at  a later  time. 

The  findings  on  nutrition  come  from  a four-year  study 
conducted  by  Rose  Stamler,  MA,  of  Northwestern 
University  Medical  School,  Chicago,  and  colleagues.  The 
189  patients  were  divided  into  three  groups:  group  1,  who 
discontinued  drug  therapy  and  reduced  overweight, 
excess  salt  and  alcohol;  group  2,  who  discontinued  drug 
therapy  with  no  nutritional  program;  and  group  3,  who 
continued  drug  therapy  with  no  nutritional  program. 

“At  four  years,  39  percent  in  group  1 remained 
normotensive  without  drug  therapy,  compared  with  5 
percent  in  group  2,”  the  researchers  observe.  “Study 
findings  demonstrated  that  nutritional  therapy  may 
substirute  for  drugs  in  a sizable  proportion  of  hyper- 
tensives or,  if  drugs  are  still  needed,  can  lessen  some 
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unwanted  biochemical  effects  of  drug  treatment.” 
Among  group  1 patients,  those  with  the  mildest  form  of 
hypertension  before  entering  the  program  were  the  most 
likely  to  be  able  to  control  their  blood  pressure  through 
diet  alone.  Those  able  to  continue  without  drugs  were 
also  less  likely  to  be  overweight. 

The  researchers  say  their  study  suggests  that  some 
patients  may  benefit  from  carefully  motitored,  intermit- 
tent treatment  with  drugs.  “This  aproach  is  not  the  same 
as  the  familiar  pattern  of  taking  medications  erratically,” 
the  report  warns.  “Frequent,  careful  monitoring  is 
essential,  since  our  results  indicate  that  pressure  in  one  of 
every  two  such  patients  can  be  expected  to  rise  to  hyper- 
tensive levels  during  the  first  year  after  withdrawal  of 
drug  therapy.” 

In  a related  article,  Andrew  L.  Dannenberg,  MD, 
MPH,  of  the  National  Heart,  Lung  and  Blood  Institute, 
bethesda,  and  William  B.  Kannel,  MD,  MPH,  of  Boston 
University  School  of  Medicine,  report  less  optimistic 
findings  regarding  withdrawal  of  drug  therapy  in 
hypertensives.  They  review  results  from  the  Framingham 
Heart  Study,  that  has  followed  up  5,209  men  and  women 
for  32  years  with  biennial  examinations  at  the  study  clinic 
in  Framingham,  Mass. 

The  researchers  report  that  801  (70  percent)  of  the  1 138 
cohort  members  continued  taking  antihypertensive 
medication  throughout  the  study  period;  337  disconti- 
nued such  medication,  and  only  95  of  these  had  normal 
blood  pressure  at  the  first  visit  thereafter.  “However,  a 
small  group  of  1 1 subjects  was  identified  who  both 
remained  normotensive  and  continued  not  to  receive 
medication  after  the  examination  of  first  nonuse  for  at 
least  four  years  of  follow-up,”  the  researchers  say,  adding 
that  some  elderly  patients  in  the  study  experienced  only 
mild  elevations  in  blood  pressure  that  could  be  treated 
without  medication. 

Noting  the  physical  and  psychological  benefits  of 
living  without  medication,  the  report  offers  guidelines  for 
physicians  in  identifying  the  few  patients  who  may  be 
able  to  do  so.  “Such  patients  should  be  informed  that 
permanent  remission  of  elevated  blood  pressure  isa  rare 
event  and  reinstitution  of  treatment  is  likely  to  be  needed 
eventually,”  the  researchers  conclude. 

JAMA  March  20,  1987 


DOWN’S  SYNDROME  MAY  BE  CONGENITAL 
FORM  OF  ALZHEIMER’S  DISEASE 


An  atypical  virus  may  be  the  cause  of  both  Alzheimer’s 
disease  (AD)  and  Down’s  syndrome  (DS),  suggests  a 
report  in  JAMA. 

“The  presence  of  the  infective  agent  in  germ  cells  or  in 
the  fertilized  zygote  might  result  in  nondisjunction — the 
failure  of  a chromosome  (in  DS,  chromosome  21)  to 
divide  properly...  while  the  persistence  of  the  infective 
agent  eventually  leads  to  AD  in  long-time  survivors,”  say 
Harold  N.  Morzar,  MD,  and  colleagues,  of  the  California 
State  Department  of  Health  Services,  Sacramento. 
Recent  research  has  focused  on  chromosome  21  for  a 


possible  marker  for  AD,  the  report  notes.  (A  study 
published  in  the  February  20  issue  of  Science  traced 
similar  chromosome  2 1 gene  activity  in  patients  with  DS 
and  familial  AD).  “Almost  all  individuals  with  DS  who 
live  beyond  the  age  of  40  years  develop  typical 
Alzehimer’s  lesions,”  the  JAMA  researchers  observe. 

The  report  adds  that  although  AD  might  be  a group  of 
disorders  or  solely  a genetic  disease,  evidence  suggests 
that  both  the  environment  and  a specific  causative  agent 
induce  its  development  in  genetically  susceptible  persons. 
Environmental  factors  may  also  influence  nondisjunc- 
tion, leading  to  the  gene  surplus  that  causes  DS 
symptoms.  Because  ova  are  present  in  women  from  the 
time  of  their  birth,  they  are  exposed  to  adverse  environ- 
mental influences  longer  than  are  sperm  cells.  “This  may 
at  least  partially  explain  why  older  women  of  childbearing 
age  are  at  increased  risk  of  having  children  with  DS,”  the 
report  adds. 

“We  suspect  that  the  presence  of  the  putative  agent  in 
germ  cells  or  in  the  developing  zygote  provokes  an 
abnormal  response  in  which  trisomy  21  or  itsgenerecom- 
bination  equivalents  result  in  the  phenotypic  variations 
of  DS,  while  the  same  pathogen  persists  under  the 
influence  of  interferon,  only  to  induce  AD  later  in  life 
when  immunocompetence  begins  to  wane,”  the  researchers 
say. 

In  a related  article,  David  M.  Buchner,  MD,  MPH,  and 
Eric  B.  Larson,  MD,  MPH,  of  the  University  of 
Washington,  Seattle,  report  that  falls  and  fractures, 
which  can  lead  to  permanent  disability  or  death  for  the 
elderly,  tend  to  occur  more  frequently  among  patients 
with  AD.  Roughly  30  to  40  percent  of  the  elderly  fall 
each  year,  and  as  many  as  7 percent  of  the  elderly  are 
afflicted  with  AD,  they  observe.  After  studying  the 
frequency  of  falls  and  fractures  among  157  AD  patients 
(mean  age,  79  years),  the  researchers  found  the  fracture 
rate  was  more  than  three  times  higher  than  that  predicted 
for  elderly  persons  in  general. 

The  study  found  several  conditions  that  could  be 
changed  to  reduce  the  risk  of  falls  among  AD  patients. 
Toxic  reactions  to  certain  drugs,  such  as  sedatives, 
hypnotics,  antihypertensives,  and  major  tranquilizers  are 
strongly  related  to  falls.  Treatment  of  certain  comorbid 
conditions,  such  as  visual  impairment,  arthritis  or  muscle 
weakness  also  could  reduce  the  likelihood  of  falls. 
Wandering  was  strongly  associated  with  hip  fractures, 
but  the  study  cautions  that  certain  drugs  prescribed  for 
treating  agitation  and  wandering  may  actually  increase 
the  tendency  for  falling.  Restricting  activity  may  also  be 
counterproductive,  since  it  may  lead  to  muscle  weakness 
and  poor  balance.  The  study  recommends  creating  a safer 
environment  for  AD  patients  through  the  use  of  shock- 
absorbent  floors,  padded  clothing,  good  lighting,  grab 
bars  and  hand  rails. 

“The  goal  in  demented  patients,  as  in  other  patients, 
should  be  to  maintain  function  at  optimal  levels  for  a 
long  as  possible,  not  withstanding  the  presence  of  chronic 
progressive  disease,”  the  researchers  conclude. 

JAMA  March  20.  1987 
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“PATIENT  DUMPING”  ON  RISE:  STUDY, 
NOT  ALL  TRANSFERS  BAD:  EDITORIAL 


“Patient  dumping,”  limiting  care  to  the  indigent  at 
private  hospitals  and  transferring  them  instead  to  public 
hospitals,  has  increased  sharply  in  the  US  in  recent  years 
despite  a host  of  anti-dumping  regulations,  says  a report 
in  JAMA. 

Economically  “undesirable”  patients  often  are  trans- 
ferred in  unstable  condition  with  no  regard  for  the 
severity  of  their  medical  status,  say  David  A.  Ansell,  MD, 
and  Robert  L.  Schiff,  MD,  of  Cook  County  Hospital, 
Chicago.  They  estimate  that  250,000  people  seeking 
emergency  care  at  hospitals  are  sent  elsewhere  for 
economic  reasons  annually.  They  peg  the  yearly  cost  to 
public  hospitals  in  the  US  of  transferred  medical  and 
surgical  patients  at  more  than  $1  billion. 

But  an  accompanying  editorial  by  Olga  Jonasson,  MD, 
and  John  A.  Barrett,  MD,  of  Cook  County  and  the 
University  of  Illinois,  Chicago,  says  transferring  unstable 
patients  to  large  public  hospitals  isn’t  always  bad. 
Indeed,  it  argues,  some  patients  needing  specialized  care 
could  find  a quick  transfer  from  a local  to  a public 
hospital  life-saving,  regardless  of  financial  status. 

Ansell  and  Schiff  say  monthly  patient  transfers  jumped 
up  to  five-fold  or  more  in  such  cities  as  Washington,  DC, 
Chicago  and  Dallas  from  1981  to  1985.  They  say  the 
problem  has  spread  from  large  urban  areas  to  smaller 
cities  and  rural  areas  and  may  become  more  widespread 
as  health  cost-containment  efforts  intensify. 

The  report  says  there  are  state  and  federal  laws  and 
guidelines  from  professional  groups  designed  to  protect 
against  dumping.  However,  the  authors  add,  such 
measures  “have  many  shortcomings  and  are  often 
ineffective.” 

Of  particular  concern,  the  report  says,  are  dumping’s 
“serious  and  sometimes  shocking”  medical  considera- 
tions, such  as  when  patients  are  denied  appropriate  emer- 
gency care  and  transferred  for  economic  reasons. 
Although  anti-dumping  guidelines  allow  such  patients  to 
be  transferred  after  being  stabilized,  the  definition  of 
“stable”  is  vague,  the  authors  say. 

To  stop  dumping,  Ansell  and  Schiff  write,  the  public 
and  private  health  care  sectors  first  must  recognize  it  is 
“a  serious  and  widespread  problem  and  that  it  puts 
patients  at  risk.”  They  propose  a policy  that  “no  patient 
in  need  of  emergency  hospitalization  be  denied  admission 
or  transferred  to  another  hospital  for  economic  reasons... 
only  for  medical  reasons.” 

Jonasson  and  Barrett  comment  that  for  unstable 
patients  requiring  emergency  surgical  care,  transfer  to  a 
“large,  specialized  teaching  surgical  service  of  the  type 
often  found  in  a public  hospital  is  clearly  in  (their)  best 
interests...  regardless  of  their  financial  status.”  In  fact,  “it 
is  the  paying  patient  who  may  be  at  a disadvantage,  since 
a transfer  is  rarely  considered,”  they  say. 

The  editorial  notes  an  analysis  of  some  500  patients 
transferred  to  Cook  County  showed  nearly  75  percent 
were  admitted  to  a surgical  service,  most  for  trauma  or 
acute  conditions.  Thus,  “the  admonition  to  stabilize  the 


patient  before  transfer  is  ill-advised,  since  stabilization... 
cannot  be  accomplished  until  the  patient  has  been 
brought  to  the  operating  room;  the  longer  the  patient  is 
delayed  at  the  local  hospital,  the  worse  the  outcome 
may  be.” 

Public  hospitals  were  established  mainly  to  care  for  the 
poor  and  transfers  for  economic  reasons  are  inevitable 
unless  the  inevitable  unless  the  indigent  are  cared  for  at 
private  hospitals  at  taxpayers’  expense,  the  editorial  says. 
What  is  really  needed,  it  says,  is  a regionalized  emergency 
surgical  care  system  under  which  patients  can  be  “trans- 
ferred to  designated  hospitals,  public  or  private, 
regardless  of  their  ability  to  pay.  Rather  than  inhibit  the 
transfer  of  patients,  transfer  for  medical  indications 
should  be  encouraged  and  expedited,  and  the  funds 
provided  for  care  of  the  indigent  among  them.” 

JAMA  March  20,  1987 


“BLOOD  DOPING”  CAN  BOOST  MAXIMAL 
OXYGEN  UPTAKE 

“Blood  doping,”  the  blood  reinfusion  technique  some 
athletes  reportedly  use  to  give  them  added  energy, 
apparently  can  boost  the  amount  of  oxygen  delivered  to 
the  muscles,  but  the  degree  of  improvement  may  depend 
on  one’s  initial  aerobic  fitness,  a study  in  JAMA  says. 
Michael  N.  Sawka,  PhD,  of  the  US  Army  Research 
Institute  of  Environmental  Medicine,  Natick,  Mass.,  and 
colleagues  examined  data  from  a total  of  30  patients 
involved  in  their  own  study  of  blood  doping  (technical 
name,  erythrocyte  reinfusion)  and  three  other  similar 
studies.  The  combined  results  showed  nearly  all  subjects 
increasing  maximal  aerobic  power  about  4 to  18  percent, 
the  report  says.  Moderately  fit  persons  experienced  about 
twice  the  increase  in  maximal  oxygen  uptake  after 
reinfusion  of  the  most  and  least  fit  individuals  studied. 

JAMA  March  20,  1987 


TRUMPET  PLAYER’S  NEUROPATHY 


The  Questions  and  Answers  section  of  JAMA  des- 
cribes a case  of  “trumpet  player’s  neuropathy,”  a tingling 
sensation  on  the  side  of  the  upper  lip  of  a 21-year-old 
trumpeter  who  has  played  since  age  12.  Richard  J. 
Lederman,  MD,  PhD,  of  the  Medical  Center  for 
Performing  Artists  at  the  Cleveland  Clinic  Foundation, 
says  this  sensory  loss  is  probably  due  to  local 
compression.  A brass  player’s  lips  are  subject  to  high 
pressure  anyway  and  such  factors  as  faulty  technique, 
dental  problems  or  prolonged  practicing  can  boost  the 
strain,  says  Lederman.  He  says  he  saw  an  aboist  with  a 
similar  problem  acquired  while  preparing  for  an 
especially  difficult  piece.  Suggested  follow-up  includes  a 
dentla  exam,  reviewing  the  trumpeter’s  technique,  trying 
different  mouthpieces  and,  if  all  else  fails,  a several- 
month  break  from  playing. 

JAMA  March  20,  1987 
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BRAIN  METABOLISM  IN 
OBSESSIVE-COMPULSIVE  DISORDER 


Patients  with  obsessive-compulsive  disorder  have  higher 
than  normal  rates  of  glucose  metabolism  in  certain  parts  of 
their  brains,  says  a study  in  the  March  Archives  of  General 
Psychiatry.  Lewis  R.  Baxter  Jr.,  MD,  of  the  UCLA 
School  of  Medicine,  Los  Angeles,  and  colleagues  studied 
14  obsessive-compulsive  patients,  using  positron  emis- 
sion tomography  to  gauge  glucose  metabolism  in  brain 
areas  thought  to  function  abnormally  in  this  disorder. 
These  patients  had  significantly  higher  metabolism  in  the 
caudate  nucleus,  a sort  of  central  switching  area  for  the 
brain,  and  an  area  called  the  orbital  gyrus,  which  is 
associated  with  emotion,  than  did  14  normal  controls  and 
14  patients  with  depression.  Some  abnormalities  remained 
even  after  successful  drug  treatment.  “Our  findings  do 
not  address  the  cause  of  (the  disorder),”  the  study 
concludes,  “but  rather  the  neuroanatomic  localization  of 
the  cerebral  glucose  metabolic  processes  that  may 
mediate  its  expression.” 


PRIMARY  NON-HODGKINS  LYMPHOMA  OF 
HEART  IN  AIDS 


Researchers  writing  in  the  March  Archives  of  Pathology 
and  Laboratory  Medicine  describe  what  may  be  the  first 
reported  cases  of  primary  cardiac  lymphoma  in  AIDS 
patients.  In  neither  of  the  two  newly  reported  cases  was 
the  malignancy  suspected  clinically,  say  Jeannette 
Guarner,  MD,  of  the  Emory  University  School  of 
Medicine,  Atlanta,  and  colleagues.  There  have  been 
multiple  reports  of  non-Hodgkins  lymphomas  developing 
in  patients  with  AIDS,  primary  immunodeficiencies  and 
in  transplant  patients,  the  report  notes,  but  “to  our 
knowledge,  no  cases  of  primary  non-Hodgkins  lymphoma 
of  the  heart  in  patients  with  AIDS  have  been  reported.” 
Primary  lymphomas  of  the  heart  are  extremely  rare 
anyway,  the  researchers  say,  accounting  for  less  than  6 
percent  of  primary  malignant  tumors  of  the  heart  and 
pericardium. 


DOUBLE  BALLOON  VALVULOPLASTY 
PROMISING  NEW  TREATMENT:  STUDY 


Catheter  balloon  valvuloplasty  (CBV)  using  a double 
balloon  appears  to  open  stenotic  mitral  valves  in  adults 
more  safely  and  effectively  than  the  single  balloon 
technique,  according  to  a report  in  JAMA. 

Charles  R.  McKay,  MD,  and  colleagues  of  the 
University  of  Southern  California  School  of  Medicine, 
Los  Angeles,  successfully  treated  12  patients  (mean  age, 
43  years)  who  had  rheumatic  mitral  valve  stenosis. 
“After  CBV,  the  mean  mitral  valve  gradient  (pressure) 
decreased  in  all  patients  (mean+or-SD,  16  +or-6  to 
5 +or-2mm  Hg),  the  mean  left  atrial  pressure  decreased 
(29  +or-7  to  16  -l-or-4  mm  Hg),  and  the  cardiac  output 


increased  (4.4  +or-L2  to  5.5  +or-1.4  L/min)”,  the 
researchers  say.  “The  mitral  valve  area  increased  from 
1.0  +or-0.3  to  2.4  +or-0.8  cm^.”  In  addition,  mitral 
regurgitation  did  not  increase. 

Patients  left  the  hospital  two  days  after  the  procedure. 
Eleven  patients  showed  clear  improvement  with  fewer 
symptoms  and  more  activity  after  one  or  two  weeks;  one 
patient  experienced  persistent  symptoms  (palpitations 
and  mild  shortness  of  breath),  but  at  an  increased  activity 
level. 

The  benefit  of  treating  stenotic  valves  through 
valvuloplasty  is  that  patients  do  not  have  to  undergo  the 
trauma  of  major  surgery.  The  double  ballon  technique 
may  be  superior  to  single  ballon  CBV,  the  researchers 
say;  in  adult  patients,  larger  diameter  balloons  are  needed 
to  achive  adequate  opening  of  the  leaflets,  but  they  are 
associated  with  special  technical  difficulties  in  per- 
forming the  procedure. 

The  double  balloons  are  narrower  and  can  be  passed 
individually  through  the  femoral  vein  more  easily; 
smaller  sized  holes  are  needed  to  place  each  balloon 
across  the  interatrial  septum;  and  the  smaller  balloons 
are  also  more  easily  placed  across  the  mitral  valve,  being 
less  “globular”  in  shape.  Inflation  and  deflation  times  are 
brief. 

The  disadvantage  of  the  double  balloon  technique  is 
that  it  requires  a second  transseptal  catheterization, 
which  is  technically  difficult  and  can  lead  to  complications. 

The  researchers  call  the  technique  “investigational”, 
noting  that  indications  for  the  procedure  are  still 
evolving.  Further,  the  safety  and  efficacy  of  the  procedure 
in  comparison  with  surgery  to  open  constricted  valves 
remains  to  be  proved.  They  note  that  early  use  of  CBV  in 
young  patients  with  mild  mitral  stenosis  may  delay  the 
need  for  surgery.  And,  surgery  does  not  preclude  CBV  if 
the  condition  recurs;  three  of  the  12  patients  in  the  study 
had  previously  undergone  mitral  valve  surgery. 

JAMA  April  3.  1987 


MORE  HOSPITALIZATION,  SHORTER  STAYS 
FOR  ELDERLY  BLAMED  ON  DRGs 


Medicare’s  prospective  payment  system  (PPS),  based 
on  diagnosis-related  groups  (DRGs)  may  be  leading  to 
increased  hospitalization  of  the  nation’s  frail  elderly,  as 
well  as  shorter  length  of  hospital  stays,  suggests  a study  of 
Wisconsin’s  nursing  homes,  published  in  JAMA.  The 
study  also  found  an  increase  in  the  proportion  of  deaths 
occurring  in  nursing  homes  and  a decrease  in  the  percent 
of  hospital  deaths  from  1982  to  1985,  suggesting  less 
aggressive  treatment  of  the  terminally  ill. 

Mark  A.  Sager,  MD,  and  colleagues,  of  the  University 
of  Wisconsin,  Madison,  reviewed  hospitalization  and 
mortality  data  for  Wisconsin’s  Medicaid  and  generally 
elderly  populations  for  one  year  after  implementation  of 
the  DRG  system.  The  program  was  started  in  October 
1983  as  a means  of  curbing  Medicare’s  escalating  costs. 

“During  the  12  months  following  implementation  of 
the  PPS,  Wisconsin’s  institutionalized  elderly  Medicaid 
population  experienced  a 72  percent  increase  in  the  rate 
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of  hospitalization  and  a 26  percent  decline  in  hospital 
length  of  stay,”  the  researchers  say.  “Two  explanations 
for  the  increased  hospitalization  include  physician  mani- 
pulation of  the  PPS  and  increased  rehospitalization  of 
nursing  home  residents  who  may  have  been  discharged 
prematurely  from  hospitals.” 

The  study  indicated  modest  decreases  in  hospital 
admissions  aw/ length  of  stay  for  the  noninstitutionalized 
elderly  population.  “The  fact  that  the  changes  in  hospita- 
lization were  seen  only  in  the  institutionalized...  study 
group  raises  the  possibility  that  the  frail  elderly  may 
represent  a unique  segment  of  the  Medicare  population 
who  are  vulnerable  to  the  changes  in  health  care  delivery 
encouraged  by  Medicare’s  PPS,”  the  researchers  say. 

In  an  accompanying  editorial,  Carolyne  Davis,  PhD, 
former  administrator  of  the  Health  Care  Financing 
Administration  in  Washington,  agrees  that  studying 
Medicaid  records  as  a subset  of  Medicare  beneficiaries 
helps  to  identify  a special  group  of  the  frailest  elderly,  and 
that  problems  with  the  PPS  system  might  be  seen  earlier 
within  this  group.  Davis  raises  some  objections,  however, 
to  the  authors’  interpretation  of  their  data. 

“It  is  unfortunate  that  Wisconsin’s  Medicaid  records 
were  not  kept  in  such  a fashion  as  to  allow  comparison 
with  data  from  1985  and  beyond.  One  is  left  not  knowing 
if  the  reults  are  part  of  a transition  issue,  an  aberration  in 
data  collection  for  a single  year,  an  actual  impact  of 
system  changes,  or  the  result  of  flawed  methodology,” 
Davis  says.  She  notes  further  that  since  there  was  an 
overall  decrease  in  all  beneficiary  admissions  (both 
Medicaid  and  Medicare),  the  reported  72  percent  rate 
increase  for  institutionalized  elderly  is  suspect. 

Concerning  the  shift  in  the  proportion  of  elderly  dying 
in  nursing  homes  rather  than  in  hospitals,  Davis  suggests, 
“Although  it  is  true  that  the  impact  of  a new  incentive 
payment  system  may  have  heightened  physicians’ 
awarenss  of  cost-benefit  issues  with  regards  to  the  treat- 
ment of  terminal  illness,  it  is  also  true  that  important 
sociological  trends  were  at  work  during  this  time.”  She 
adds  that  it  is  unlikely  that  the  1983  shift  in  location  of 
death  represents  Wisconsin  physicians’  response  to  the 
advent  of  a new  payment  system,  since  it  did  not  take 
effect  until  October. 

JAMA  April  J,  1987 

CALCIUM  SUPPLEMENT  LOWERS  BLOOD 
PRESSURE  IN  NORMAL  MEN 


Daily  calcium  supplementation  can  lower  blood 
pressure  in  men  whose  pressure  is  considered  normal,  a 
study  in  JAMA  finds.  The  study,  by  Roseann  M.  Lyle, 
PhD,  of  Purdue  University,  West  Lafayette,  Ind.,  and 
colleagues,  involved  75  men,  white  and  black,  aged  19  to 
52  years,  who  were  given  either  a 1,500  mg  calcium  sup- 
plement or  a placebo  daily  for  12  weeks.  Those  receiving 
the  supplement  exhibited  “modest  but  significantly 
lower’’  blood  pressure  than  the  placebo  group,  with  no 
racial  differences,  the  study  finds.  The  researchers  are 
unsure  of  the  blood  pressure-lowering  mechanism 


involved  and  say  further  studies  are  needed  on  this 
question,  as  well  as  “to  explore  possible  uses  of  dietary 
calcium  in  the  primary  prevention  and  treatment  of 
hypertension.” 

JAMA  April  3.  1987 

DO  PHYSICIANS  RECOGNIZE  CHILD 
SEXUAL  ABUSE? 

Physicians  need  to  improven  their  knowledge  and 
skills  in  diagnosing  child  sexual  abuse  if  the  problem  and 
its  consequences  are  to  be  minimized,  a study  in  April’s 
American  Journal  of  Diseases  of  Children,  AJDC,  says. 
Stephanie  Ladson,  of  the  Ohio  State  University  College 
of  Medicine,  and  colleagues  surveyed  129  pediatricians, 
family  practitioners  and  others  on  their  knowledge  and 
attitudes  about  sexual  abuse.  While  individual  charac- 
teristics affected  diagnostic  skills  and  reporting  behavior, 
overall,  the  study  found  the  respondents  had  “limited 
knowledge  of  and  attitudes  about  sexual  abuse.  The  lack 
of  knowledge  these  physicians  display  about  prepubescent 
female  anatomy  and  the  association  of  veneral  diseases 
with  sexual  abuse  decreases  their  recognition  and  report- 
ing of  sexual  abuse.”  Commenting  editorially,  Helen  L. 
Britton,  MD,  of  the  University  of  Arizona  Health 
Sciences  Center,  Tucson,  says  it  is  “imperative  that 
physicians  in  all  areas  of  medicine  become  familiar  with 
the  problems  of  both  the  abused  and  the  abuser.” 


2BLEEDING  TIME  DECREASES  WITH 
AGE:  STUDY 


Contrary  to  anecdotal  reports,  bleeding  time — the 
amount  of  time  it  takes  fora  person  to  stop  bleeding  from 
a standardized  cut — decreases  with  age,  says  a study  in 
April’s  Archives  of  Pathology  and  Laboratory  Medicine. 
Colin  R.  Macpherson,  MD,  now  of  the  University  of 
Cincinnati  Medical  Center,  and  Peter  Jacobs,  MD,  PhD, 
of  the  University  of  Cape  Town  (South  Africa)  Medical 
School,  measured  bleeding  times  in  48  men  and  women 
under  age  50  years  and  95  men  and  women  over  50.  While 
finding  no  significant  sex  difference  in  any  age  group,  the 
study  reports  “a  slight  but  significant  decrease”  in 
bleeding  time  for  both  sexes  with  advancing  age.  The 
reason  for  this  is  unclear,  but  the  study  notes  that 
“finding  a prolonged  bleeding  time  in  an  older  person 
should  be  given  the  same  consideration  and  significance 
it  would  merit  in  a younger  person.  It  cannot  be 
considered  a normal  manifestation  of  aging.” 
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; mental  alertness  (e  g . operoting  mochinery  driving) 

Usage  In  Pregnonqf:  Use  ot  minor  tranqulllzen  during  the  first  trimester  should  almost 
always  be  avoided  becouse  ot  Increosed  risk  of  congenital  malformotians  as  suggested 
In  several  studies.  Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  diKuss  therapy  If  they  intend  to  or  do  become  pregnant. 

Since  physicol  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely  use 
caution  in  odministering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrowol  symptoms  following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  moloise  for  amitriptyline,  symptoms  ( including  convulsions]  similar  to  those 
of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  In  patients  with  o history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medicotion,  ond  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
I liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
I component  may  block  octlon  of  guanethidine  or  similar  antihypertensives  When  tricyclic  ontldepres- 
I sonts  ore  used  concomitantly  with  cimetidine  (Tagomet),  clinically  significant  effects  hove  been  reported 
i Involving  deloyed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs. 
Concomitant  use  ot  Limbitrol  with  other  psychotropic  drugs  has  not  been  evoluated,  sedative  effects 
may  be  additive  Discontinue  several  doys  before  surgery.  Limit  concomitant  administration  ot  ECT  to 
essentiol  treatment  See  Warnings  tor  precoutions  obout  pregnoncy  Limbitrol  should  not  be  token 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to 
smollest  effective  dosoge  to  preclude  ataxia,  oversedation,  contusion  or  onticholinergic  effects 
Advene  Rauctiora:  Most  frequently  reported  ore  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  andoiasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethorgy  hove  been  reported  as 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  joundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke. 

PsYchialric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania  and 
Increased  or  decreosed  libido 

Neurologic:  Incoordination,  otoxio,  numbness,  tingling  and  paresthesias  otthe  extremities,  extro- 
pyramidol  symptoms,  syncope,  changes  in  EE6  patterns 

Aniichoiinergic  Disturbance  of  occommodotion,  paralytic  ileus,  urinary  retention,  dilotation  of  urinary 
troct 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  praritus. 

Hemoloiogic:  Bone  monow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia. 

Gasirointeslinai  Nausea,  epigastric  distress,  vomiting,  onorexio,  stomatitis,  peculiar  taste,  dianhea, 
black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlorgement,  galoctorrheo  and 
minor  menstraol  irregularities  In  the  female,  elevotion  and  lowering  ot  blood  sugar  levels,  and  syndrome 
of  inappropriate  ADH  (antidiuretic  hormone)  secretion. 

Other:  Heodache,  weight  gain  or  loss,  increosed  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I.V  administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  Information  tor 
manifestotion  ond  treatment 

Dotage:  Individuollze  according  to  symptom  severity  ond  patient  response  Reduce  to  smollest  effective 
dosage  when  sotisfoctory  response  is  obtained.  Larger  portion  ot  daily  dose  may  be  taken  at  bedtime. 
Single  h.s.  dose  moy  suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderty 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  doily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  os  required.  Limbitrol  Tablets,  initial  dosage 
of  three  or  tour  tablets  dody  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  contoining  10  mg  chlordiaze- 
poxide ond  25  mg  amitriptyline  (os  the  hydrochloride  salt),  ond  Tablets,  blue,  film-coated,  each 
containing  5 mg  chlordiazepoxide  ond  12  5 mg  amitriptyline  (os  the  hydrochloride  solt)  Available  in 
bottles  of  100  and  500,  Tel-E-Dose'*  packages  ot  100,  Prescription  Paks  of  50 
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PI  0565 


In  depressed  and 
anxious  patients, 
you  can  see  the  dif- 
ference sooner— 
62%  of  total  four- 
week  improvement 
achieved  in  the  first 
week  with  Limbitrol 
versus  44%  with 
amitriptyline.^ 


IN  MODERATE  DEPRESSIOIf  AND  ANXIETY 


Each  tablet  contains  5 mg  chiordiazepóxide  and 
12.5  mg  amitriptyline  (as  the  hydrochioride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


SEE  THE  DIFFERENCE  IN  THE  FIRST  WEEK 


Please  see  references  and  summary  of  product  information  on  adjacent  page. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Nuevo  BMW SerieT^ 


la  nueva  dimensión 
de  lo  perfecto. 


Nuevo  BMW  Serie  7’:  la  fascinación,  la  pasión, 
la  fuerza,  el  silencio.  Por  primera  vez,  un 
automóvil  le  hará  disfrutar  del  auténtico  placer 
de  conducir  y le  hará  sentir  la  sensación  de  llegar 
más  allá  de  los  límites  convencionales.  Con  una 
inmensa  seguridad  y un  impresionante  sentido 
de  la  marcha. 

hmovadon 

En  el  nuevo  BMW  Serie  7,'  la  nueva  generación 
Motronic  controla,  autodiagnostica  y memoriza 
constantemente  las  condiciones  más  óptimas 
del  funcionaniento  del  automóvil  en  cada 
momento  de  su  conducción,  mientras  Vd.  recibe 
información  continua  a través  del  “Check 
Control”  de  36  funciones.  Pero  la  innovación 
llega  hasta  los  últimos  detalles:  como  el  nuevo 
sistema  de  cinturón  de  seguridad  ergonómico, 
los  exclusivos  faros  elipsoides,  el  más  avanzado 
equipo  de  aire  acondicionado  o los 
limpiaparabrisas  que  aumentan  la  presión 


contra  el  cristal  al  aumentar  la  velocidad  del 
automóvil.  La  innovación  en  el  nuevo  BMW  Serie  7' 
traspasa  el  umbral  del  futuro. 

Dinamismo 

El  nuevo  BMW  Serie  7’  ha  sido  formado  en 
el  túnel  de  viento,  ofreciendo  un  coeficiente 
de  penetración  aerodinámica  de  sólo  0,32. 

Si  a este  diseño  unimos  el  spoiler  integrado 
y los  cristales  empotrados,  el  dinamismo  del 
nuevo  BMW  Serie  7’  obtiene  la  mejor  resistencia 
al  viento  lateral,  evita  las  turbulencias  del  aire 
y proporciona  una  absoluta  seguridad  y confort 
en  todas  las  condiciones  de  marcha. 

Elegancia 

Una  nueva  atmósfera  rodea  al  nuevo 
BMW  Serie  T.  La  fuerza  y el  silencio  de  este 
fascinante  automóvil  se  ven  acompañados  de 
un  refinamiento  total,  de  multitud  de  esmerados 
detalles  donde  el  buen  gusto,  el  diseño  exclusivo 


y la  selección  de  los  materiales  proporcionan 
un  ambiente  único,  especial,  exquisito.  Porque 
el  nuevo  BMW  Serie  7'  ha  sobrepasado  la  frontera 
de  la  perfección. 

De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
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Fachada  del  Centro  Cardiovascular  de  Puerto  Rico  y del  Caribe. 
Estructura  en  acero,  concreto  y cristal  diseñada  por  la  firma  Fracinetti 
Aquitectos  que  estará  ubicada  en  los  terrenos  del  Centro  Médico  de 
Puerto  Rico.  Su  torre  central  de  cristal  comunicará  por  pasillos 
elevados  con  el  Hospital  Universitario  y el  Pediátrico  Universitario.  Sus 
lineas  arquitectónicas  modernas  servirán  de  contraste  con  las 
estructuras  que  le  rodean  en  el  Centro  Médico.  En  este  Centro 
Cardiovascular  se  ofrecerán  servicios  en  forma  integrada  a pacientes 
ambulatorios  y hospitalizados.  Se  espera  que  el  Centro  Cardiovascular 
esté  terminado  para  finales  de  1988  y conviene  a ofrecer  sus  servicios 
para  el  principio  de  1989. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
pretende  mediante  la  portada  dar  a conocer  este  proyecto  tan 
importante  para  todos  los  puertorriqueños.  También  queremos 
agradecer  al  Sr.  Aurelio  Lladó  su  cooperación  al  proveernos  el  material 
gráfico  para  la  portada  de  este  número. 


Mi  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

1 ©.Asthma  runs  in 
my  family. 

11. 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
ffowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  "them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 
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American 
Red  Cross 


pte  es  el  nuevo  y deslumbrante  Chrysler  Le  Baron  Sport  Coupé. 


I Una  ingeniería 
: muy  avanzada. . . y 
j un  diseño  que  reúne 
audacia  deportiva 
y elegancia. 


ICON  7 AÑOS  ó 70,00» 
IMILLAS  de  GARANTI. 

HRVSLER  MOTORS  reafirma  su  compt 

uso  de  excelencia  al  respaldar  iodos  y ca 
ino  de  sus  vehículos  con  una  Garaniia  limii 
BJa  de  7 años  ó 70,000  millas,  que  cubre 
'motor  y el  tren  de  propulsióil.  Además,  1 
¡aranliza  contra  perforaciones  por  oxidacit 
m la  carrocería  externa  por  7 anos  ó I00,0i 
millas.  Algunas  restricciones  aplican.  Pa 
letalles,  vea  su  Dealer  Autorizado. 


He  aquí  un  concepto  único  en  diseño  e inge- 
nieria  automotriz.  Un  auto  de  impresionan- 
te belleza.  Con  líneas  fluidas,  como  si  hu- 
biese sido  moldeado  por  el  viento.  Su  motor 
encierra  una  estampida  y su  interior  le  invita 
a tomar  control  de  la  carretera.  Descubra 
una  nueva  raza  de  automóviles:  Chrysler 
Le  Baron  Sport  Coupé. 

Disfrute  con  Chrysler 


La  avanzada  tecnología  Chrysler  al  servicio  de  usted: 
panel  electrónico  de  instrumentos,  centro  de  mensajes. 


Chrysler  Plymouth  de  Puerto  Rico 


NUEVO 


MEDIPREN 


Caplets/ 
Tabletas 
de  200 mg 
de  ibuprofén 


Una  alternativa  mejor  para 
dolores  musculares  y torceduras 


Poder  analgésico  comprobado... 

• Dosis  por  dosis,  200 mg.  de  ibuprofén 
MEDIPREN  suplen  alivio  tan  efectivo 
contra  el  dolor  como  650  mg.  de 
aspirina.' 

• Reducción  significativa  en  la  severidad 
y duración  del  dolor  de  torceduras  y 
otras  heridas  al  tejido  blando.^ 

• Para  el  dolor  menor  de  la  artritis, 
una  acción  analgésica  que  fue 
considerada  efectiva  en  el  93%  de 
los  pacientes  que  exhibían 
primariamente  padecimiento  reumático 
no  articular  de  hombro  y espalda.^ 


Eficacia  analgésica  de  200mg  de  ibuprofén  w. 
650mg  de  aspirina. 


..xon  menos  efectos  G1 
secundarlos 

• Se  tolera  mejor,  con  menos 
irritación  a la  mucosa  gástrica  qu< 
la  aspirina.'* 

• Menor  inddencia  de  efectos 
secundarios  Gl,  con  menos  , 
potencial  de  daño  serio  al 
tracto  Gl.  '*’5 

Una  aitematl^  mejor  para  ^ 
la  dismenorrea 

• Eficacia  significativamente  mayor  í 
que  la  de  650mg  de  aspirina.* 


Dosis  sugerida:  Una  caplet  o tableta  C|4-6  horas  Si  el  dolor  no 
respondiera,  pudieran  usarse  2 caplets  o t¿ibletas  sin  exceder  l^OOmg  en  24  horas 
A los  pacientes  debe  alertárseles  a leer  y seguir  l¿is  indicaciones 
de  la  etiqueta  del  producto.  No  deben  tomar  MEDIPREN  si  previamente 
han  tenido  reacción  alérgica  a la  aspiiirvt 


Rcfercndast  I.  Cooper  SA.  Needle  SE.  Kiueer  OO  Comparative  analgesic  potetKy  of  aspirin  and  IbuprofenyOral  Surg  197735S98-903.  2.  Muckle  DS:  Comparative  study  of 
Ibuprofén  and  aspirin  In  soft-tissue  Injuries.  Estudio  basado  en  dosis  de  400  mg.  Vea  arriba  la  dosiftcacidn  sugerida  Rheumolol  Rehabil  1974;13:141-147.  3.  Nasutlon  AR;  Stu<^  of 
the  analgesic  activities  of  Ibuprofén  compared  with  paracetamol  Proceedings  of  the  13th  International  Corrgress  of  Rheumathology.  Kyoto,  japan.  1973.  pp.  9-11.  4.  Larua  F.  Royer 
G Nelson  R;  An  endoscopic  evaluation  of  the  effects  of  non-steroidal  antt-lnflamatory  drugs  on  the  gastric  mucosa  Gastroinlesl  Endose  I975JI:103-105.  5.  Florw  RJ.  Moneada 
S.  Vane  IR:  AnalgesIc-antipyietIcs  and  antl-lnftammatoiy  agents:  drugs  employed  In  the  treatmerrt  of  gout  In  Oilman  AC.  Goodman  IS.  Rail  TW,  et  al  (eds);  The  Pharmacological 
Basts  o;  Tfieropeultcs,  ed  7,  New  York,  Macmillan  IVbllsning  Co.  1985,  p.  702.  6.  Shapiro  SS.  Diem  K:  The  effect  of  ibuprofén  In  the  treatment  of  dysmenorrhea  Curr  Tner  fies 
198130327-334. 


DERMATOLOGY  DIAGNOSIS 


Carmen  Liliana  Cruz,  M.D. 


A27-year-old  female  G1  PI  AO  presents  with  history  of  recurrent  fever,  migratory  arthralgias 
and  skin  lesions.  She  refers  that  the  symptoms  started  2 weeks  before,  right  after  her  last 
menstrual  period.  There  was  no  history  of  a recent  infectious  process,  prior  systemic  illness  or  of 
use  of  intravenous  drugs. 

Positive  findings  of  the  physical  examination  include  a temperature  of  38.9°C,  a warm,  tender, 
swollen  left  knee  and  a variety  of  skin  lesions.  There  were  five  erythematous  maculopapular 
lesions  5 to  10mm  in  diameter  localized  in  the  dorsum  of  the  hands  and  at  the  left  ankle.  Three  of 
these  lesions  showed  a central  pustule.  On  the  palms,  fingers  and  toes  there  were  dark, 
hemorrhagic  and  tender  macules  (Fig.  1). 

Laboratory  data  were  basically  within  normal  limits  including  hemoglobin,  platelet  count, 
urinalysis,  stool  guaiac,  fasting  blood  sugar,  BUN,  VDRL,  alkaline  phophatase,  biliribin,  ASO 
titer  and  ANA  test.  The  WBC  count  was  9,500/cm^  with  70%  neutrophils.  The  erythrocyte 
sedimentation  rate  was  55mm  after  one  hour.  The  chest  X-ray  and  the  electrocardiogram  were 
normal. 

A skin  biopsy  of  one  of  the  lesions  showed  neutrophils  and  mononuclear  cells  surrounding  the 
capillaries  of  the  upper  and  mid  dermis.  Fibrinoid  material  was  present  in  the  walls  of  some  vessels 
and  fibrin  thrombi  in  some  lumina  (Fig.  2). 


Figure  1. 


Figure  2. 


WHAT  IS  YOUR  DIAGNOSIS? 

a.  Subacute  bacterial  endocarditis 

b.  Disseminated  gonococcal  infection 

c.  Henoch-Schonlein  purpura 

d.  Cryoglobulinemia 


From  the  Department  of  Dermatology,  University  of  Puerto  Rico. 
School  of  Medicine,  G.P.O.  Box  5067,  San  Juan,  Puerto  Rico  00936 
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Diagnosis:  Disseminated  gonococcal  infection 

Clinical  Course:  The  patient  was  admitted  to  the 
hospital,  and  for  the  first  four  days  continued  with  high 
fever  and  worsening  of  the  arthritis  of  the  left  knee.  The 
heart  sounds  remained  normal.  Cultures  of  blood,  urine, 
cervix,  and  skin  lesions  were  obtained.  After  96  hours  of 
incubation  in  10%  COj,  Neisseria  gonorrhoeae  was 
isolated  from  blood  only.  The  patient  was  started  on  10 
million  units  of  penicillin  G intravenously  per  day.  All 
signs  and  symptoms  waned  within  24  hours.  After  three 
days,  therapy  was  changed  to  oral  ampicillin  SOOmg  every 
6 hours  for  seven  additional  days. 

Discussion 

The  usual  presentation  of  gonorrhea  includes  urethritis 
in  males  and  cervicitis  in  females,  both  of  which  may  be 
asymptomatic.  Other  areas  of  the  genitourinary  appa- 
ratus, the  rectum,  the  pharynx  and  eye  may  be  infected. 

Disseminated  gonococcal  infection  (DGI)  is  most 
often  seen  in  association  with  asymptomatic  infection 
and  occurs  more  commonly  in  women  (3%  of  gonococcal 
carriers)  than  in  men  (0.7%).‘  Although  endocarditis, 
pericarditis  and  meningitis  have  been  reported,  they  are 
rare  complications. 

The  DGI  syndrome  is  characterized  by  fever,  chills, 
polyarthralgias,  arthritis  and  tenosynovitis.  In  the  early 
stages  of  the  disease,  skin  lesions  are  quite  characteristic. 
The  arthritis  is  usually  localized  to  one  joint  after  being 
polyarticular  for  several  days.  The  knees,  wrists  and  ankles 
are  the  joints  most  frequently  involved.^ 

TTie  skin  lesions  are  typically  few  in  number  (less  than  a 
dozen)  and  are  concentrated  on  the  extremities,  often 
around  joints.  Three  types  of  skin  lesions  are  frequently 
seen,  namely,  tender  erythematous  papules  that  may 
develop  a central  vesiculopustule,  hemorrhagic  bullae 
and  focal  petechiae  seen  over  the  digits  of  hands  or  feet.^ 
The  latter  type,  resemble  those  seen  in  bacteremia  due  to 
meningococci,  staphylococci,  rickettsiae  and  gram- 
negative bacilli.  However,  in  DGI,  the  petechial  lesions 
are  few  in  number  and  the  patients  are  usually  not  as 
clinically  toxic  as  those  with  other  septicemias.^  A pro- 
minent heart  murmur  and  evidence  of  renal  impairment 
suggests  subacute  bacterial  endocarditis  in  patients  with 
fever,  petechial  rash  and  articular  symptoms.  In  Henoch- 
Schdnlein  purpura,  the  purpuric  lesions  are  often  more 
symmetric,  usually  on  the  lower  extremities  and  are 
papular  in  nature. 

Most  of  the  skin  lesions  in  DGI  are  believed  to 
represent  embolization  of  organisms  to  the  skin,  since 
gram-negative  diplococci  have  been  observed  histologi- 
cally in  some  cases.'*’  ’ Others  have  proposed  that  skin 
lesions  result  secondary  to  the  effect  of  an  endotoxin^  or  to 
immune  complex  formation.' 

Recently,  it  has  been  recognized  that  gonococci  strains 
causing  DGI  often  differ  from  those  associated  to 
urethritis,  for  the  formerare  resistant  to  the  complement- 
mediated  bactericidal  action  of  normal  serum. 

The  triad  of  fever,  arthritis  and  skin  lesions  is  so 
characteristic  that  a presumptive  diagnosis  can  usually  be 
made  on  clinical  grounds.  Prompt  diagnosis  and  therapy 
are  mandatory  since  delay  may  result  in  a frank  pyogenic 


arthritis  with  potential  for  joint  destruction,  or  other 
complications  such  as  meningitis  or  endocarditis.^ 

A gram  stain  of  the  vesiculopustular  lesions  may  reveal 
gram-negative  diplococci  in  30  to  85%  of  cases.'  Multiple  p 
blood  cultures  (using  both  aerobic  and  anaerobic  media) 
should  be  obtained.  It  has  been  possible  to  culture 
gonococci  from  blood  in  up  to  48%  of  the  patients.  All 
accessible  mucosal  surfaces  should  be  cultured  onto 
selective  media  to  obtain  indirect  evidence  of  DGI. 

Gonococcal  strains  that  cause  DGI  are  highly  susceptible 
to  penicillin.'  Initial  intravenous  penicillin  Gfollowed  by 
oral  treatment  with  ampicillin  or  amoxicillin  to  complete 
at  least  7 days  of  therapy  is  an  accepted  therapeutic 
regimen,^  as  well  as  the  use  of  intravenous  cephalosporins 
such  as  cefoxitin  and  cefotaxime.  Those  patients  allergic 
to  penicillin  may  be  managed  with  oral  tetracycline  or 
doxycycline.  If  meningitis  or  endocarditis  is  present, 
high-dose  intravenous  penicillin  therapy  is  required.^ 
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ARTICULOS  ESPECIALES 


La  Corporación  del  Centro  Cardiovascular 
de  Puerto  Rico  y del  Caribe 

Mario  R.  García-Palmieri,  MD* 


El  jueves,  23  de  abril  de  1987,  se  llevó  a cabo  la  cere- 
monia de  colocación  de  la  primera  piedra  del  edificio 
del  Centro  Cardiovascular  de  Puerto  Rico  y del  Caribe  en 
los  terrenos  del  Centro  Médico  de  Puerto  Rico,  en  Rio 
Piedras. 

Es  quizás  pertinente  que  los  miembros  de  la  clase 
médica  del  país  conozcamos  cómo  se  originó  este  pro- 
yecto y lo  que  el  concepto  de  la  Corporación  creada 
representa. 

Sabemos  que  las  enfermedades  cardiovasculares 
constituyen  uno  de  los  problemas  más  importantes 
relacionados  a la  salud  pública  en  nuestra  Isla.  Estas  enfer- 
medades son  la  causa  más  común  de  muerte  en  Puerto 
Rico  causando  más  de  5,000  defunciones  al  año,  una  de 
cada  cuatro  muertes,  y el  30%  de  todas  las  defunciones  en 
personas  de  20  a 64  años  de  edad,  los  años  más 
productivos  de  la  vida.  Constituyen,  además,  la  segunda 
causa  (la  primera  son  los  accidentes)  de  pérdida  de  la 
capacidad  productiva  en  Puerto  Rico.  Se  estima,  además, 
que  anualmente  nacen  en  el  país  sobre  1,000  niños  con 
enfermedad  congénita  del  corazón.  Estos  datos  no  dejan 
duda  de  la  importancia  de  desarrollar  un  plan  integral 
para  atender  las  enfermedades  cardiovasculares  en 
nuestra  Isla.  Nada  más  justificado  que  concebir  el  desa- 
rrollar un  Centro  para  atender  este  problema  tan  impor- 
tante para  nosotros. 

Nos  informa  el  Dr.  Luis  Izquierdo  Mora,  Secretario  de 
Salud  del  Estado  Libre  Asociado  de  Puerto  Rico,  que  el 
18  de  noviembre  de  1984,  se  reunió  con  el  entonces 
Gobernador  electo  de  Puerto  Rico,  Licenciado  Rafael 
Hernández  Colón,  quien  lo  entrevistó  para  ofrecerle  la 
Secretaría  de  Salud.  Desde  esa  reunión  inicial,  el  hoy 
Gobernador  de  Puerto  Rico  le  pidió  al  doctor  Izquierdo 
Mora  que  estudiara  la  conveniencia  y la  viabilidad  de 
establecer  un  Centro  moderno  para  combatir  las  enfer- 
medades cardiovasculares  en  Puerto  Rico. 

En  su  mensaje  del  14  de  febrero  de  1985,  a la  Décima 
Asamblea  Legislativa,  en  su  primera  Sesión  Ordinaria,  el 


^Profesor  Distinguido  y Jefe  del  Departamento  de  Medicina  y de  la 
Sección  de  Cardiología  de  Adultos  de  la  Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  y del  Hospital  Universitario. 


Gobernador  Rafael  Hernández  Colón,  mencionó:  “En  el 
Centro  Médico  ampliaremos  los  servicios  de  medicina 
cardiovascular  para  ofrecerlos  a los  puertorriqueños 
más  necesitados.  De  ahí  nos  encaminaremos  hacia  la 
creación  de  un  Centro  de  Medicina  Cardiovascular  para 
el  Caribe  que  nos  permitirá  mejorar  la  variedad  de 
servicios  que  aquí  se  ofrecen  y compartir  los  mismos  con 
nuestros  vecinos  caribeños.” 

El  30  de  abril  de  1985,  el  Secretario  de  Salud,  consti- 
tuyó un  Comisión  Cardiovascular,  compuesta  por  más 
de  30  voluntarios.  La  mayoría  de  estos  voluntarios  son 
cardiólogos  activos  en  las  diferentes  asociaciones  y 
organizaciones  relacionadas  con  la  cardiología  y la 
medicina  en  Puerto  Rico.  Esta  Comisión  recibió  la 
encomienda  de  analizar  el  problema  que  constituyen  las 
enfermedades  del  corazón  en  Puerto  Rico  y evaluar  la 
situación  existente  de  los  servicios  ofrecidos  al  pueblo  en 
relación  a la  prevención,  diagnóstico,  tratamiento  y 
rehabilitación  de  las  enfermedades  cardiovasculares.  La 
Comisión  comenzó  su  trabajo  y posteriormente  el 
Secretario  de  Salud  expresó  su  interés  de  que  se 
elaborara,  con  alta  prioridad,  por  un  Comité  compuesto 
por  miembros  de  la  Comisión  Cardiovascular,  un  plan 
para  el  desarrollo  y el  establecimiento  de  un  Centro 
Cardiovascular  de  Puerto  Rico  y del  Caribe. 

El  Comité  quedó  constituido  por  el  Dr.  Mario  R. 
García  Palmieri,  como  Presidente,  y los  doctores  Nydia 
de  Jesús,  Efraín  Defendini,  Angel  F.  Espinosa,  Migdalia 
González,  José  E.  López,  Arturo  Medina  Ruiz  y la 
Sra.  Laura  Torres.  El  Dr.  William  Torruella  fue  reclu- 
tado a trabajar,  a jornada  completa,  con  el  Comité.  El 
Comité  evaluó  la  información  provista  por  las  estadís- 
ticas vitales  y otros  indicadores  de  salud  en  relación  al 
problema  de  las  enfermedades  cardiovasculares  en  el 
país.  Llevó  a cabo  estudios  de  las  instalaciones  físicas, 
equipo  y servicios  disponibles  en  el  área  cardiovascular 
en  Puerto  Rico.  Recopiló  datos  sobre  la  disponibilidad 
actual  y necesidades  futuras  de  facilidades  y recursos 
diagnósticos  y terapeúticos  para  el  servicio  cardiovas- 
cular en  Puerto  Rico. 

Realizó  estudios  relacionados  con  la  construcción  y 
establecimiento  de  nuevas  facilidades  de  salud  en  el  área 
cardiovascular.  Condujo  entrevistas  con  diferentes 
profesionales  relacionados  con  el  campo  cardiovascular 
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y con  la  prestación  de  servicios  de  salud  en  la  Isla.  Realizó 
un  análisis  del  impacto  y consecuencias  sociales  y 
económicas  de  un  Centro  Cardiovascular  en  Puerto  Rico. 
Hizo  estudios  sobre  la  legislación  necesaria  para  alcanzar 
los  objetivos  y metas  trazadas  para  mejorarlos  servicios 
cardiovasculares  en  Puerto  Rico. 

Desde  su  activación  en  junio  de  1985,  el  Comité  se 
reunió  en  sesiones  de  trabajo,  todos  los  lunes  por  la 
mañana.  Para  el  mes  de  diciembre  de  1985  y la  mitad  del 
mes  de  enero  de  1986,  estuvo  prácticamente  en  sesión 
permanente.  Después  de  un  análisis  cuidadoso  y deta- 
llado de  todos  los  datos  recopilados  y de  la  información 
objetiva  obtenida  en  múltiples  fuentes  y por  varios 
estudios,  el  Comité  sometió  el  14  de  enero  de  1986,  una 
propuesta  escrita,  para  el  desarrollo  del  Centro  Cardio- 
vascular de  Puerto  Rico  y del  Caribe. 

El  Comité,  además,  elaboró  un  borrador  de  una  pieza 
legislativa  para  crear  la  Corporación  del  Centro  Cardio- 
vascular de  Puerto  Rico  y del  Caribe.  Este  borrador  de 
legislación  se  estudió  en  detalle  en  la  Oficina  del 
Gobernador  y en  las  oficinas  de  la  Legislatura.  El  30  de 
mayo  de  1986  se  radicó  en  el  Senado  de  Puerto  Rico  el 
Proyecto  de  Ley  Número  955  y concurrentemente  se 
radicó  una  versión  idéntica  en  la  Cámara  de  Represen- 
tantes, el  Proyecto  de  Ley  Número  937,  creando  la 
Corporación  del  Centro  Cardiovascular  de  Puerto  Rico  y 
del  Caribe.  La  radicación  de  estos  proyectos  fue  respal- 
dada por  la  firma  de  13  senadores  y de  34  representantes 
respectivamente.  El  30  de  junio  de  1986,  el  Sr.  Héctor 
Luis  Acevedo,  actuando  como  Gobernador  Interino, 
convirtió  el  proyecto  en  la  Ley  Número  51,  para  crear  la 
Corporación  del  Centro  Cardiovascular  de  Puerto  Rico  y 
del  Caribe,  disponer  sobre  su  organización,  poderes  y 
funciones  y para  asignar  fondos. 

Pasamos  a traer  ante  ustedes  un  resumen  sobre  los 
datos  sobresalientes  de  esta  ley  y sobre  las  implicaciones 
que  ésta  tiene  para  los  enfermos  cardiovasculares,  para  la 
clase  médica  y para  Puerto  Rico.  Esta  legislación  crea 
una  corporación  pública  para  operar  un  Centro  Cardio- 
vascular. Las  corporaciones  públicas  son  instrumentali- 
dades  del  Gobierno  que  rinden  servicios  a la  ciudadanía, 
pero  que  en  su  forma  de  operación  se  conducen  como 
organizaciones  privadas.  Esta  es  la  primera  ley,  en  la 
historia  de  Puerto  Rico  que  crea  una  corporación  pública 
para  operar  directamente  una  institución  para  ofrecer 
servicios  médicos  a pacientes  encamados,  ambulatorios  y 
de  emergencia,  investigación  médica  y docencia.  La  Ley 
le  provee  autonomía  para  funcionar  como  una  entidad 
independiente  y separada  de  todas  las  otras  corporacio- 
nes y agencias  gubernamentales  del  Gobierno  de  Puerto 
Rico. 

Los  poderes  de  la  Corporación  recaen  en  su  Junta  de 
Directores.  La  Junta  de  Directores  está  compuesta  por 
cinco  miembros,  a saber:  el  Secretario  de  Salud,  como  su 
presidente,  el  Rector  del  Recinto  de  Ciencias  Médicas  de 
la  Universidad  de  Puerto  Rico,  el  Director  Ejecutivo  de  la 
Administración  de  Servicios  Médicos  de  Puerto  Rico,  un 
representante  de  la  Sociedad  Puertorriqueña  de  Cardio- 
logía y un  representante  de  una  Fundación  de  Cardio- 
logía, de  fines  no  pecuniarios,  debidamente  inscrita  en  el 
Departamento  de  Estado  del  Estado  Libre  Asociado  de 
Puerto  Rico. 


Como  el  espíritu  de  la  Ley  contempla  que  en  el  Centro 
se  le  rinda  servicio  a toda  la  ciudadanía,  la  presencia  del 
Secretario  de  Salud  en  la  Junta  de  Directores  está 
armónica  con  esa  función  y,  a la  vez,  permite  que  el 
Secretario  esté  atento  a las  erogaciones  económicas  que 
su  departamento  habrá  de  hacer  por  servicios  a ser 
rendidos  a aquellos  pacientes  que  por  su  insolvencia  son 
responsabilidad  del  Estado. 

La  presencia  del  Rector  del  Recinto  de  Ciencias 
Médicas,  en  la  Junta  de  Directores,  garantiza  el  que  se 
pueda  viabilizar  una  de  las  especificaciones  de  la  Ley,  en 
el  sentido  de  que  el  Centro  sirva  como  taller  de  enseñanza 
en  la  educación  superior  de  médicos  y de  otros  profe- 
sionales en  las  ciencias  aliadas  de  la  salud  y que,  además, 
sirva  como  centro  de  investigación  médica  para  las 
enfermedades  cardiovasculares. 

La  presencia  del  Director  Ejecutivo  de  la  Administra- 
ción de  Servicios  Médicos  de  Puerto  Rico  facilita  la 
coordinación  del  Centro  Cardiovascular  con  el  Centro 
Médico  en  Río  Piedras  donde  estará  ubicado  el  Centro 
Cardiovascular. 

La  presencia  de  un  representante  de  la  Sociedad  Puer- 
torriqueña de  Cardiología  garantiza  el  insumo  de  los 
profesionales  de  la  Cardiología  del  país  con  la  orienta- 
ción hacia  proveer  servicios  de  la  más  alta  calidad 
profesional.  La  presencia  de  un  representante  de  una 
Fundación  de  Cardiología,  de  fines  no  pecuniarios, 
garantiza  la  participación  de  una  organización  que  pueda 
recibir  donativos  que,  a su  vez,  éstos  puedan  estar  dispo- 
nibles para  el  desarrollo,  operación  y mejoramiento  del 
Centro  Cardiovascular. 

La  Ley  es  clara  y dispone  que  se  aspira  a una  labor  de 
excelencia  en  las  áreas  de  servicios  a pacientes  cardio- 
vasculares, en  la  enseñanza  de  la  cardiología  y en  la  inves- 
tigación de  los  problemas  cardiovasculares.  La  Ley  ha 
sido  redactada  con  el  espíritu  de  que  pueda  haber  una 
administración  ágil  y eficaz,  sin  los  atrasos,  papeleo  e 
inercia  que,  con  frecuencia,  resultan  de  la  burocracia 
gubernamental. 

Se  espera  que  todos  los  ciudadanos  tengan  acceso  a los 
servicios  a ser  rendidos  y que  la  determinación  sobre  los 
servicios  se  base  en  las  necesidades  médicas  reales  del 
paciente  y no  sobre  su  capacidad  económica  para  pagar. 
Aquellos  pacientes  indigentes  que  necesiten  los  servicios 
del  Centro  Cardiovascular  recibirán  dichos  servicios  y el 
Estado  asumirá  la  responsabilidad  económica  de  los 
mismos.  Aquellos  pacientes  que  tengan  un  seguro  pre- 
pagado de  servicios  de  salud  o que  tengan  los  recursos 
económicos  disponibles  podrán  en  esta  forma  resarcir  el 
costo  de  los  servicios  rendidos.  Todos  estamos  conscien- 
tes que  frecuentemente  pacientes  con  seguros  pre- 
pagados o recursos  económicos  disponibles,  en  momen- 
tos de  requerir  servicios  cardiovasculares  abandonan  el 
país,  ya  que  las  facilidades  disponibles  en  la  actualidad 
son  limitadas  y que  las  facilidades  hospitalarias  locales 
disponibles  en  las  instituciones  del  Centro  Médico  en  Río 
Piedras  son  incómodas,  sin  privacidad  y poco  atractivas. 
En  el  momento  en  que  estos  conciudadanos  necesitan 
más  el  respaldo  del  calpr  de  la  familia  y la  presencia  de  su 
amigos,  se  ausentan  del  país  en  búsqueda  de  mejores 
facilidades.  Se  espera  que  la  calidad  superior  de  los  servi- 
cios profesionales  a ser  ofrecidos,  al  igual  que  las 
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comodidades  de  la  planta  física,  le  permitan  a la  mayoría 
de  los  pacientes  con  problemas  cardiovasculares  que- 
darse en  Puerto  Rico,  en  los  momentos  que  más  necesitan 
del  apoyo  de  amigos  y familiares. 

La  Ley  especifica  que  la  Corporación  del  Centro 
Cardiovascular  de  Puerto  Rico  y del  Caribe  tendrá  su 
propio  sistema  de  personal.  Esta  autonomía  garantiza 
que  los  empleados  podrán  aspirara  recibir  una  compen- 
sación razonable  y adecuada  por  los  servicios  rendidos. 
Esto,  además  de  propiciar  la  productividad  del  personal 
médico  y paramédico,  evitará  en  cierta  medida,  la 
emigración  al  exterior  del  talento  nativo  en  búsqueda  de 
mejores  oportunidades  de  empleo. 

Se  estima  que  la  facultad  médica  del  Centro  reciba  un 
insumo  considerable  de  la  facultad  de  la  Escuela  de 
Medicina  del  Recinto  de  Ciencias  Médicas  de  la 
Universidad  de  Puerto  Rico.  Se  estima,  además,  que  será 
una  facultad  abierta  donde  todos  los  cardiólogos  prepa- 
rados de  este  país  que  estén  dispuestos  a cumplir  con  los 
compromisos  profesionales  y administrativos,  especifi- 
cados por  la  facultad  del  Centro  Cardiovascular,  puedan 
rendir  servicios  en  esta  Institución. 

El  desarrollo  de  un  Centro  Cardiovascular  de  este  tipo, 
necesita  profesionales  de  excelencia,  donde  se  rindan 
servicios  a la  altura  de  la  tecnología  de  la  época  y donde 
los  profesionales  se  mantengan  actualizados  y que  renue- 
ven, a la  luz  del  desarrollo  de  la  nueva  tecnología  y del 
crecimiento  de  la  medicina,  sus  conocimientos  y 
destrezas.  La  Institución  debe  estar  dispuesta,  también,  a 
abrir  sus  puertas  a aquellos  cardiólogos  jóvenes  que  se 
entrenen  en  el  exterior  con  nuevas  destrezas  y también  a 
aquellos  cardiólogos  puertorriqueños  sobresalientes, 
establecidos  en  el  exterior,  que  quieran  regresar  a su  país. 

La  Ley  autoriza,  además,  a la  Corporación  a tener  su 
propio  sistema  de  compras,  lo  cual  debe  evitar  los 
retrasos  y conflictos  que  con  frecuencia  resultan  de  la 
burocracia  gubernamental.  La  Ley  permite  a la  Corpora- 
ción a emitir  bonos  y a entrar  en  arreglos  con 
instituciones  públicas  y privadas  y a recibir  donativos. 

Nos  parece  que  la  amplitud  de  esta  pieza  legislativa 
provee  para  garantizar  un  Centro  de  excelencia  que  debe 
ser  motivo  de  satisfacción,  tanto  para  los  profesionales 
que  practiquen  en  el  país,  como  los  pacientes  y sus 
familiares. 

Puerto  Rico  está  ubicado  cerca  a los  países  de  Centro 
América  y del  Caribe  y entre  Sur  América  y Norte 
América.  La  influencia  latina  ha  incorporado  en  nuestra 
vida  de  pueblo  unas  tradiciones  de  más  de  500  años. 
Nuestra  asociación  con  los  Estados  Unidos  de  Norte 
América  ha  influenciado  la  práctica  profesional  de  la 
medicina  y nos  ha  expuesto  a unos  objetivos  de  excelencia 
en  el  servicio  a pacientes  cardiovasculares. 

Tenemos  metas  de  excelencia  cardiovascular  en  un  país 
donde  diariamente  se  habla  el  español.  No  es  presun- 
tuoso presumir  que  un  número  razonable  de  pacientes 
cardiovasculares  del  Caribe,  Centro  y Sur  América  que 
necesiten  servicios  especializados  para  condiciones 
cardiovasculares  opten  por  recibir  el  cuidado  médico, a la 
altura  de  la  tecnología  de  la  época,  en  el  Centro 
Cardiovascular  de  Puerto  Rico  y del  Caribe  donde  se 
puedan  relacionar  mejor  por  el  idioma  y la  cultura. 
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aspirando  estos  pacientes  a tener  una  estadía  más 
llevadera. 

En  noviembre  y diciembre  de  1986  un  grupo  de  cardió- 
logos, cirujanos  cardiovasculares,  administradores,  inge- 
nieros biomédicos  y arquitectos,  visitaron  varios  centros 
cardiovasculares  en  los  Estados  Unidos.  Entre  los  sitios 
visitados  estuvieron  el  “Texas  Heart  Institute”,  en 
Houston,  la  Escuela  de  Medicina  de  Alabama,  de  John 
Hopkins,  la  Universidad  de  Minnesota,  y la  Universidad 
de  “Case  Western  Reserve”,  en  Cleveland  y el  “Cleveland 
Clinic”.  Las  observaciones  hechas  por  el  grupo  visitante 
han  servido  de  orientación  para  la  planificación  del 
diseño  del  Centro  Cardiovascular  de  Puerto  Rico  y del 
Caribe.  La  Autoridad  de  Edificios  Públicos,  de  acuerdo  a 
la  Ley,  tiene  la  responsabilidad  de  la  elaboración  final  de 
los  planos  y la  construcción  del  edificio.  La  firma  de 
arquitectos  Fracinetti  está  a cargo  del  diseño  de  mismo. 
El  costo  aproximado  del  proyecto  es  de  33  millones  de 
dólares. 

Se  contempla  construir  una  planta  física  moderna 
donde  se  provea  una  atención  en  forma  integrada.  Se 
ofrecerán  servicios  a pacientes  ambulatorios  y hospita- 
lizados. El  cupo  total,  incluyendo  camas  de  intensivo, 
intensivo  postquirúrgico,  camas  intermedias  y salas 
generales  de  cardiología,  será  de  alrededor  de  190  camas. 
Contará  con  los  laboratorios  de  diagnóstico  invasivo  y 
no  invasivo  y de  salas  de  cirugía  necesarios,  y equipados  a 
la  altura  del  desarrollo  tecnológico  de  esta  época.  Habrá 
un  estacionamiento  amplio  y facilidades  de  albergue  para 
la  familia  de  los  pacientes. 

Se  estima  que  el  Centro  Cardiovascular  de  Puerto  Rico 
y del  Caribe  abrirá  sus  puertas  o a fines  del  año  1988  o 
durante  el  1989. 

Me  parece  que  este  proyecto  debe  ser  motivo  de 
regocijo  para  todos  los  puertorriqueños.  La  Ley  es  lo 
suficientemente  clara  y específica  para  propiciar  el  que  se 
pueda  desarrollar  un  centro  de  cuidado  de  excelencia  que 
funcione  eficazmente. 

Los  médicos  debemos  estar  atentos  a su  desarrollo, 
ofrecer  nuestra  cooperación  y hacer  lo  que  esté  a nuestro 
alcance  para  lograr  que  el  servicio  al  paciente,  la  calidad 
de  la  investigación  médica  y la  excelencia  de  los  progra- 
mas educativos  a rendirse  en  este  Centro  sea  motivo  de 
orgullo  para  Puerto  Rico  y para  nuestra  clase  profesional. 


229 


I 


Takayasus  Arteritis  in  Puerto  Rico: 

A Ciinicai  Study 
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Abstract:  Sixteen  patients  with  angiographical  evidence 

of  Takayasus  arteritis  (TA)  were  retrospectively  studied. 
The  commonest  findings  at  diagnosis  were  decreased 
peripheral  pulses  and  hypertension.  Laboratory  tests  were 
nonspecific.  Most  patients  showed  a good  response  to  corti- 
costeroids and/or  immunosupressors  with  a favorable  long 
term  prognosis.  Our  TA  population  is  similar  to  those  of 
other  series. 

Takayasu’s  arteritis  (TA)  is  a chronic  vasculitis  invol- 
ving the  aorta  and  its  primary  branches.  It  may  be 
localized  to  the  aortic  arch,  its  branches,  the  ascending 
thoracic  and  abdominal  aorta  or  it  may  involve  the 
entire  aorta.' 

The  disease  affects  primarily  young  women  and  has  a 
worldwide  distribution,^'"  although  most  reports  have 
been  from  east  Asia.'^’ 

The  clinical  presentation  of  TA  in  Puerto  Rico  has  not 
been  previously  studied.  A former  article'  focused  on  the 
obstetrical  course  of  TA  patients  in  Puerto  Rico. 

The  purpose  of  this  study  is  to  describe  the  clinical  and 
radiological  presentation,  response  to  treatment  and  long 
term  prognosis  of  our  TA  population. 

Materials  and  Methods 

A retrospective  study  of  24  records  of  patients  with  a 
diagnosis  of  TA  seen  at  the  Puerto  Rico  Medical  Center 
from  January  1963  to  April  1986  was  done.  Of  the  24 
records  reviewed,  only  16  had  enough  clinical  and  angio- 
graphic data  to  support  the  diagnosis  of  TA. 

Angiography  was  considered  diagnostic  for  TA  only 
when  showing  one  or  more  skipped  lesions  of  smooth- 
walled  stenosis  or  total  occlusion  of  the  aorta  or  its  main 
branches. 

Of  the  16  patients,  15  were  female  and  only  one  was 
male.  Age  at  onset  was  defined  as  the  age  at  which  the 
earliest  symptom  attributable  to  TA  appeared.  Age  at 
diagnosis  was  defined  as  the  age  at  which  angiographic 
confirmation  was  obtained. 


From  the  Rheumatology  Section.  Department  of  Medicine.  University 
of  Puerto  Rico.  School  of  Medicine.  San  .luan.  Puerto  Rico 
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Results 

The  mean  age  at  onset  of  symptoms  was  22.8  years 
(range  9-37  years)  (Table  I),  while  the  mean  age  at 
diagnosis  was  26.3  years  (range  1 7-45).  The  average  delay 
in  diagnosis  (age  at  diagnosis  minus  age  at  onset)  was  3.06 
years  (range  0-23  years). 

The  most  common  symptoms  at  onset  were:  weakness 
(25%),  general  malaise  (18.7%),  dizziness  (18.7%),  and 
numbness  of  an  extremity  (18.7%).  The  commonest 
symptoms  at  the  time  of  diagnosis  were:  chest  pain 
(18.7%),  headache  (18.7%),  hemiparesis  (18.7%),  and 
claudication  (18.7%)  (Table  I). 

The  most  frequent  physical  findings  at  diagnosis  were: 
decreased  or  absent  peripheral  pulses  (100%),  arterial 
bruits  (81.2%),  hypertension  (37.50),  and  hemiparesis 
(18.7%)  (Tables  II  and  III). 

Table  III  summarizes  the  systemic  manifestations  in 
our  patients  during  the  course  of  the  disease. 

Peripheral  pulses  were  absent  in  44  arteries  and 
diminished  in  88  with  a total  of  132  vessels  (total  vessels 
examined=  160)  affected  (82.5%)(Table  IV).  Carotid  and 
supraclavicular  bruits  were  present  in  12  patients  (75%), 
femoral  bruits  in  2 patients  (12.5%),  and  abdominal 
bruits  (over  renal  arteries  in  one  patients  and  over 
abdominal  aorta  in  another)  in  two  patients  (12.5%). 
Three  patients  showed  no  bruits  (18.75%)  (Table  II). 

Angiography  was  performed  in  all  patients  (Table  V). 
The  vessels  most  frequently  involved,  in  decreasing  order, 
were:  left  subclavian  artery  in  12  patients  (75%),  left 
carotid  in  7 (43.75%)  (Figure  1),  descending  aorta  in  7 
patients  (43.75%)  (Figure  2),  right  subclavian  in  6 
(37.5%),  right  carotid  in  six  patients  (37.5%),  and  renal 
arteries  in  five  (31.25%)  (Figure  2). 

The  most  common  laboratory  abnormality  was  an 
increased  sedimentation  rate  in  13  patients  (81.2%)and  a 
mild  anemia,  (normocytic  or  microcytic-hypchromic)  in 
13  patients.  Urinalysis  and  blood  chemistries  were 
normal  in  all.  None  of  the  patients  had  a reactive  VDRL, 
LE  cell  preparation  or  RA  latex  fixation  test.  ANA  test 
was  performed  in  14  patients  and  was  positive  in  five  of 
them  (three  diffuse  and  two  specified)  (Table  VI). 

Of  the  16  patients,  10  received  treatment  directed  at 
their  primary  disease;  seven  received  medications  alone, 
two  received  medication  plus  surgery  and  one  received 
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Table  I - Summary  of  Symptoms 


Patient 

Sex 

Age  at 
Onset 

Symptoms  at  Onset 

Age  at 
Diagnosis 

Symptoms  and  Signs 
at  Diagnosis 

1 

F 

9 

Weakness,  arthralgias,  gen- 
eral malaise 

19 

Hypertension,  chest  pain 

2 

F 

17 

Pulsatile  headache,  hypierten- 
sion 

17 

Pulsatile  headache, 
hypertension 

3 

F 

20 

Weakness,  Dizziness 

21 

Hypertension  (during  her 

3rd  pregnancy 

4 

F 

31 

Chest  pain,  weakness  and 
numbness  left  arm 

31 

Chest  pain,  weakness  and 
claudication  left  arm 

5 

F 

16 

Fatigue,  general  malaise 

23 

Left  arm  claudication 

6 

M 

21 

Left  hemiparesis 

21 

Left  hemiparesis 

7 

F 

22 

Absence  of  pulses  in  1st 
pregnancy 

22 

Absence  of  pulses  in  1st 
pregnancy 

8 

F 

22 

Dizziness  (Since  3rd 
pregnancy 

45 

Headache,  dizziness, 
amurosis  fugax 

9 

F 

19 

Weight  loss,  general  malaise, 
fever,  headache 

19 

Weight  loss,  fever  TBP 
headache 

10 

F 

26 

Right  hemiplegia 

26 

Right  hemiplegia 

11 

F 

30 

Headache,  dizziness 

32 

Syncope 

12 

F 

14 

Arthritis 

20 

Right  hemiplegia 

13 

F 

26 

Back  pain,  weakness 

28 

Weakness,  generalized 
arthritis 

14 

F 

37 

Numbness  in  legs 

38 

Hypertension, leg 
claudication 

15 

F 

29 

Arthritis,  Black  spells 

32 

Hyp>ertension  during  her  3rd 
pregnancy 

16 

F 

26 

Numbness  of  arms 

27 

Arthritis,  DOE,  palpita- 
tions, chest  pain 

Table  11  - Alteralions  of  Peripheral  Pulses 
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Table  III  - Cummulative  Clinical  Features 


General 


Fatigue 

1 Q 

7„  j 

Weigjit  loss 

1 11 

68.75  i 

Fever 

1 ^ 

25  1 

Dizziness 

\ 8 

50  1 

Cardiovascular 

I 

1 

1 

Chest  piain 

1 

1 4 

25 

DOE 

2 

12.5  1 

Palpitation 

1 2 

12.5  1 

Claudication 

1 ^ 

18.75  1 

Hypertension 

1 6 

37.5  1 

Neurologic 

i 

1 

1 

Headaches 

! 7 

43.75 

Syncope 

1 3 

18.75  1 

Herd  paresis 

1 3 

18.75  ! 

Ophthalmological 

1 

1 

1 

Decreased  vision 

! 1 

6.25 

Scotomata 

1 1 

6.25  ! 

Amaurosis 

! 3 

18.75  1 

AbrKtrmal  fundus 

! 2 

12.5 

Musculoeskeletal 

1 

1 

Arthralgia 

1 8 

50 

Arthritis 

1 6 

37.5  i 

Miscelaneous 

1 

1 

1 

Positive  PPD 

1 2 

12.5 

Table  IV  - Summary  of  involved  pulses 


Arteries 

Absent 

Diminished 

Carotids 

8 

20 

Brachials 

13 

17 

Radial 

16 

13 

Femoral 

4 

19 

Dorsalis  Pedis 

3 

19 

Total 

44 

88 

Figure  1.  Aortic  arch  angiogram  showing  occlusion  of  the  left  suclavian 
artery  (bold  arrow).  There  is  also  tapering  of  the  proximal  common  carotid 
arteries  (arrows)  more  severe  on  the  left,  and  segmental  constrictions  of 
the  right  brachiocephalic  trunk  (curved  arrows). 


Table  V - Blood  Vessel  Involvement  by  Angiography  ' 


Palien! 

1 

1 

Aortic  Arch 

1 Coronary 

1 
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Subclavian 

1 
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surgery  only.  The  response  to  treatment  is  detailed  in 
Table  VII.  The  six  remaining  patientá  did  not  receive 
steroids,  immunosuppressants  or  surgery,  and  have  been 
treated  symptomatically. 

These  patients  have  been  followed  during  an  average 


period  of  5.9  years  (range  two  months  to  23  years).  There 
were  two  deaths;  one  patient  died  two  months  afer 
diagnosis  and  had  received  only  surgical  treatment.  The 
other  died  two  years  after  diagnosis  having  received 
agresive  medical  therapy. 


Figure  2.  Abdominal  aotogram  showing  narrowing  of  both  renal  arteries  at  their  origin,  more  on  the  left 
(arrows).  There  is  also  beadding  of  the  left  renal  artery  (curved  arrow),  and  constriction  of  the  aorta  above 
the  origin  of  the  left  renal  artery  (long  arrow).  The  shadow  of  the  left  kidney  is  smaller  than  the  right 
(arrows),  probably  secondary  to  vascular  insufficiency.  (Angiogram  courtesy  of  Dr.  Enrique  Vázquez). 


Table  VI  - Laboratory  Findings 


Patient 

1 

1 

! Hgb. 

i 

1 WBC 

“T 

1 

1 

Wintrobe  1 

Sed 

1 Urinalysis 

BU^ 

Creatinine 

1 

i 

ANA  1 

RA  Latex 

1 

1 

i 

LE  Cells 

VDRL 

1 

1 11.8 

! 9,800 

1 

34 

Norrral 

12 

0.7 

1 

Neg.  ! 

NR 

1 

Neg.  1 

NR 

2 

1 11.2 

! 8,400 

1 

67 

Norrual 

11 

1.4 

1 

Neg-  ! 

NR 

1 

Neg.  ! 

NR 

3 

1 10.4 

! ‘='>500 

1 

40 

1 Normal 

9 

0.5 

1 

Neg. 

NR 

1 

Neg.  1 

NR 

4 

1 11.0 

! 6,700 

1 

27 

Normal 

10 

1.1 

1 

Neg.  ! 

NR 

1 

Neg. 

NR 

5 

f 11.6 

] 8,800 

1 

45 

Normal 

11 

1.0 

1 

Neg.  ! 

NR 

1 

Neg.  ! 

NR 

6 
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1 

20 
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1.6 

1 

Neg.  j 

NR 

Neg.  ! 

NR 

7 

1 14 
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i 

11 
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7 

0.5 

i 

NR 

i 

Neg.  ! 

NR 

8 

1 10.9 
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1 

42 
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10 

0.8 

1 
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NR 

1 
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9 
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1 

28 

j Nomal 

13 

0.5 

1 

NR 

1 
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NR 

10 
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1 

20 
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14 
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|1  Speckled  | 
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1 
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NR 

11 
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¡13,700 

1 

15 
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11 

0.9 

1 

Neg.  ! 

NR 

1 

Neg.  ! 

NR 

12 
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1 
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0.6 

1 
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1 11.0 
-1 
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Table  Vll  - Response  to  Treatment 


Pie. 

Treatment 

Prednisone  Cytotoxic  Agent 

Outcome 

Years  of 
Follow-up 

3 

30  mg 

Cytoxan  100  mg 

While  on  therapy  pi.  has  developed  severe  syncopal  episodes,  aorio 
carotids  bypass  done  in  1984,  rechecked  due  to  obstruction  in  1986,  pro- 
gression of  disease  was  observed  at  lime  of  surgery. 

4 

4 

40  mg 

50  mg 

Cytoxan  was  D/C  due  to  hemorrhagic  cystitis.  Patient  responds  to 
steroids  with  improvement  of  symptoms  & Sed  Red  Rate,  but  worsens 
upon  takering  done. 

4 

5 

30  mg 

— 

She  had  further  deminution  of  pulses  on  30  mg  & steroids  were 
increased  to  60  mg,  at  present,  stable  Bypass  from  proximal  descending 
to  aorta. 

3 

6 

- 

100  mg 

Patient  had  no  improvement  in  11  year  at  present  in  no  Rx. 

8 

8 

40  mg 

150  mg 

Patient  had  a downhill  course,  despite  therapy,  developed  bilateral 
blindness  and  had  sudden  death  on  Jan.  1985. 

2 

Pt.  died 

9 

30  mg 

- 

Return  of  pulses.  Sed  Rale,  Hb. 

7 

10 

30  mg 

75  mg 

Prednisone  30  mg  was  D/C  due  to  abnormality  in  GIT  Imuran  75  mg 
given  for  3 years  with  stabilization  of  her  disease.  When  Immuran  was 

D/C  patient  had  exacerbation  of  symptoms,  she  was  restarted  in 
steroids  (10  mg/d)  and  is  doing  well. 

16 

11 

- 

- 

Had  aorto  carotid  bypass  and  aorto  Lt.  subclavian  bypass  in  Dec.  1981. 
Died  of  massive  intracerebral  hemorrhage  in  Feb.  1986. 

Pi.  died 

12 

30  mg 

- 

No  new  pulse  defects,  normal  Sed  Rate,  prednisone  tapered  without 
complications. 

12 

13 

20  mg 

- 

Return  of  pulses.  Normal  Sed  Rate. 

2 

Discussion 

TA  is  basically  a mesarteritis  of  the  aortic  arch  and  its 
main  branches  which  shows  granulomatous  or  diffuse 
inflammation  of  the  media  and  adventitia  of  these 
vessels.*’  The  end  result  of  the  fibrosis  and  thickening 
secondary  to  the  aforementioned  process  is  usually  a 
construction  or  occlusion  of  the  vessel,  and  occasionally 
a saccular  aneurysm.*’  ’’  ® 

Clinical  Presentation 

Age  of  onset  of  the  disease  in  our  patients  ranged 
from  9-37  years,  a figure  very  similar  to  that  of  Lupi^ 
(11.37  years)  and  Nako**  (11-48  years). 

The  clinical  presentation  in  our  cases  is  similar  to  that 
of  other  series  in  the  literature.’’  *''’  Symptoms  at 

onset  were  usually  nonspecific,  as  related  to  a systemic 
inflammatory  process.  At  the  time  of  diagnosis, 
symptoms  pointed  to  a localized  vascular  insufficiency 
(hypertension,  hemiparesis,  claudication). 

The  time  between  onset  of  symptoms  and  diagnosis 
ranged  from  weeks  to  23  years.  This  wide  range  can  be 
explained  by  the  variable  clinical  presentation  of  these 
patients.  Those  that  presented  with  a catastrophic  event, 
(e.q.  hemiparesis)  had  a prompt  diagnosis,  while  patients 
with  less  specific  systemic  symptoms  had  the  longest 
delay  in  diagnosis. 

Arthralgias  are  common  in  TA.’’  ^ Arthritis,  however, 
has  not  been  so  frequently  encountered.  Fraga’  in  a study 
of  22  patients  did  not  find  active  synovitis  in  any  of  them. 
It  is  not  worthy  that  50%  of  our  patients  had  history  of 
arthralgias  and  37.5%  had  at  least  one  episode  of  arthritis 
documented  in  the  medical  record.  It  is  also  interesting 
that  despite  the  severe  arterial  obstruction  present  in 
most  of  our  patients,  only  a few  (19%)  complained  of 
ischemic  pain.  This  has  been  previously  described.’’  * 
This  is  most  probably  due  to  the  fact  that  arterial  obstruc- 
tion occurred  gradually,  allowing  the  development  of 
collateral  circulation. 

The  most  frequent  physical  finding  was  a peripheral 
pulse  deficit  which  was  present  in  all  our  patients.  Systolic 
bruits  could  result  from  stenotic  vessels,  endothelial 


irregularities  and  collateral  circulation.  They  were 
present  in  81.2%  of  our  patients.  Arterial  hypertension  in 
TA  can  be  caused  by  narrowing  of  the  thoracic  or 
abdominal  aorta,  decreased  elasticity  of  the  arterial  wall, 
or  renal  artery  involvement.  The  prevalence  in  different 
series  varies  from  38%*^  to  72%.^  We  had  a lower  preva- 
lence of  arterial  hypertension  (37.5%)  similar  to  that 
found  by  Nakas.'®  Arterial  hypertension  was  generally 
moderate  and  could  be  controlled  adequately  with 
medical  treatment. 

The  most  common  variety  of  TA  in  our  series  was  the 
extensive  type  (56%)  involving  the  aortic  arch,  its 
branches  and  the  descending  aorta.  This  has  also  been  the 
experience  elsewhere.*’  ** 

Some  investigators  have  suggested  that  the  arterial 
changes  in  TA  are  influenced  by  the  ethnic  origin  of  the 
patients.  **  In  our  series,  as  in  Lande’s,'*  aortic  and  arterial 
aneurysms  were  absent.  Aneurysmal  dilatations  are  more 
common  in  India  and  Africa.**  Patients  of  Mediterranean 
origin  may  be  less  susceptible  to  this  complication. 

As  in  other  series’’  '*’  *’  **  most  of  our  patients  showed 
an  elevated  sedimentation  rate  at  the  time  of  diagnosis. 
This  parameter  has  proved  to  be  an  excellent  indicator  of 
disease  activity.’’  ** 

Medical  Treatment 

Four  patients  received  steroids  with  good  response. 
Two  of  them  had  return  of  pulse,  one  showed  no  new 
pulse  deficits  while  on  low  maintenance  therapy,  and 
another  has  needed  occasional  increases  in  steroid  dose 
to  maintain  adequate  control  of  her  disease.  Fraga’  has 
suggested  the  following  mechanisms  for  the  return  of 
pulses:  reappearance  of  the  arterial  lumens  the  decrease 
of  the  the  underlying  inflammation  recanalization  of  old 
thrombi  or  the  development  of  collateral  circulation.  Our 
response  to  steroids  is  similar  to  that  of  Fraga’  and 
Shelhamer.’ 

Five  patients  required  the  addition  of  an  immunosup- 
pressive drug  due  to  poor  response  to  steroids  (cyclo- 
phosphamide in  4 and  azathioprine  in  1).  Of  the  four 
patients  receiving  cyclophosphamide,  one  had  a downhill 
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course  with  progressive  neurological  and  visual  deficits 
and  sudden  death  two  years  after  the  diagnosis,  despite 
aggressive  medical  treatment.  Another  is  still  receiving 
cyclophosphamide  but  has  shown  evidence  of  progres- 
sion of  her  disease  both  clinically  and  by  angiography 
with  occlusion  of  an  aorto  carotid  bypass  done  in  1 984.  In 
a third  patient  cyclophosphamide  had  to  be  discontinued 
due  to  hemorrhagic  cystitis,  and  another  had  it  discon- 
tinued due  to  lack  of  efficacy  af  ter  two  years  of  treatment . 
These  results  contrast  markedly  with  those  of  Shelhamer 
et  al,’  who  found  that  four  of  six  patients  who  had 
progression  of  vascular  lesions  while  receiving  corticos- 
teroid treatment  had  no  further  progression  on  cyclo- 
phosphamide therapy. 

Surgery 

Surgical  approaches  to  the  arterial  occlusion  in  TA  are 
resection  and  replacement  of  the  diseased  arteries, 
thromboendarterectomy,  or  bypass  operation.  Bypass 
graft  has  shown  to  be  superior  in  patients  with  TA  since  et 
allows  to  choose  the  least  involved  portion  of  the  aorta 
and  a selected  site  for  reanastomosis. If  there  is  active 
vasculitis  the  possibility  of  suture  failure,  aneurysmal 
formation  or  graft  occlusion  is  higher.*^  Surgical  candi- 
dates should  have  inflammation  suppressed  by  medical 
treatment  and  the  intact  portion  of  the  vessel  should  be 
selected  for  suturing  the  bypass. 

Three  of  our  patients  had  a bypass  done.  One  of  them  is 
presently  asymptomatic,  another  had  occlusion  of  the 
bypass  with  a second  bypass  done  recently  and  the  third 
died  of  massive  intracerebral  hemorrhage  two  months 
after  surgery.  Intracerebral  and  subarachnoid  bleeding 
tend  to  occur  immediately  after  surgery.'^  This  may  be 
caused  by  the  rapid  increase  in  cerebral  blood  pressure  in 
diseased  vessels. 

Six  of  our  patients  have  not  received  treatment  for  her 
primary  condition  and  have  had  an  unevenful  course. 
Our  16  patients  were  followed  during  an  average  period 
of  5.9  years  (range  two  months-23  years). 

We  had  only  two  fatalities  (12.5%),  a mortality  rate 
similar  to  that  found  by  others.^’  Given  the  long 
follow  up  period  of  our  patients  we  can  state  that  the 
prognosis  of  this  disease  is  good  in  most  of  the  cases,  even 
in  patients  with  serious  ischemic  events  which  have 
responded  favorably  to  early  treatment.  One  of  our 
patients  have  been  followed  for  more  than  20  years,  and 
another  patient  that  presented  with  hemiparesis  has  been 
followed  for  16  years,  both  are  stable  at  present. 

We  think  that  early  aggressive  medical  treatment  is 
helpful  in  arresting  the  progression  of  TA.  Close  moni- 
toring of  the  progression  of  vascular  disease  should  be 
obtained  to  avoid  acute  ischemic  complications.  Vascu- 
lar surgery  is  an  effective  way  to  avoid  these  compli- 
cations, however,  the  risk  of  the  procedure  during  the 
active  inflammatory  phase  of  TA  may  outweigh  its 
benefits.  Patients  should  receive  medical  treatment  to 
control  the  inflammation  prior  to  surgery  unless  a life 
threatening  ischemic  event  is  anticipated. 

In  summary, our  TA  population  is  similar  to  that  of  the 
United  States,  Japan,  Mexico  and  Spain.  The  long  term 
prognosis  is  generally  favorable  especially  in  patients 
with  early  diagnosis  and  treatment. 
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Resumen:  Dieciseis  pacientes  con  evidencia  angio- 

gráfica  de  arteritis  de  Takayasu  fueron  estudiados  retros- 
pectivamente. Los  hallazgos  más  comunes  al  momento  del 
diagnóstico  fueron  disminución  en  los  pulsos  periféricos  e 
hipertensión  arterial.  Los  resultados  de  laboratorio  no 
fueron  específicos.  La  mayoría  de  los  pacientes  respon- 
dieron favorablemente  a los  esteroides  y/o  inmunosupre- 
sores,  con  un  buen  pronóstico  a largo  plazo.  Nuestra 
población  de  pacientes  con  arteritis  de  Takayasu  es  similar 
a otras  seríes. 
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Two  traditional  complications  of  thyroid  surgery, 
recurrent  laryngeal  nerve  injury  and  postoperative 
hypothyroidism,  have  been  nearly  eliminated  in  modern 
medical  practice.  One,  by  improved  surgical  techniques 
and  the  other  by  the  ready  availability  of  thyroid 
hormone  replacement.  However,  the  problem  of 
hypocalcemia  after  thyroid  or  parathyroid  surgery 
continues  to  plague  the  surgeon,  despite  an  increased 
awareness  of  parathyroid  anatomy  and  physiology. 

We  have  reviewed  our  experience  with  post-operative 
hypocalcemia  after  thyroid  or  parathyroid  surgery  in 
order  to:  determine  the  incidence  of  hypoparathyroidism 
after  thyroid  or  parathyroid  surgery;  further  analyze  the 
cases  with  postoperative  hypoparathyroidism  as  regards 
disease  process,  time  of  onset,  severity,  and  symptoms  of 
hypocalcemia;  and  ellucidate  any  factors  that  could 
appear  to  contribute  to  an  increased  number  of  thiscom- 
plication. 

Material  and  Methods 

The  in-patient  clinical  records  of  353  patients  undergo- 
ing thyroid  or  parathyroid  surgery  at  the  University 
District  Hospital  (UDH)  from  1967-84  were  reviewed. 
Data  was  gathered  relative  to  indications  for  surgery, 
complications,  and  subsequent  course. 

Incidence  of  temporary  hypocalcemia  was  determined 
in  the  operations  performed  from  1980-84.  The  time  of 
onset  of  hypocalcemia  was  taken  as  either  the  appearance 
of  symptoms  or  signs  of  hypocalcemia,  or  the  discovery 
of  an  abnormally  low  serum  calcium  level,  whichever 
appeared  first. 

Results 

The  results  of  293  operations  for  thyroid  or  parathy- 
roid surgery  are  summarized  in  table  1.  Post  surgical 
hypoparathyroidism  (PsHP)  was  observed  in  16  (5.5%) 
of  these  293  patients  who  underwent  thyroid  or  parathy- 
roid surgery.  The  incidence  of  hypoparathyroidism  was 
correlated  with  disease  process.  The  highest  incidence 
(6.0%)  followed  total  thyroidectomy  for  cancer  (5  of  83 
patients).  In  4 of  these  5,  hypoparathyroidism  ensued 
after  a second  surgical  intervention  once  pathologic  diag- 
nosis of  carcinoma  was  confirmed.  The  reported  inci- 
dence of  postsurgical  hypoparathyroidism  (PsHP)  among 
hyperthyroid  cases  was  5.5%.  However,  the  true  inci- 
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dence  could  be  higher  if  additional  cases  generated  in 
1977  were  included.  Unfortunately,  as  the  Puerto  Rico 
Medical  Center  did  not  have  statistics  as  to  the  total 
number  of  cases  operated  for  hyperthyroidism  in  1977, 
we  could  not  include  these  4 cases  in  our  calculations. 
However,  these  4 cases  of  PsHP  generated  in  1977  alone, 
compare  unfavorably  with  the  period  from  1980-84  when 
there  were  only  2 instances  of  PsHP  among  hyperthyroid 
patients.  This  latter  improvement  is  attributable  to 
interdepartamental  agreement  on  operative  guidelines 
taken  following  that  all  time  high  of  4 cases  in  1977. 

Since  temporary  hypocalcemia  might  contribute  signi- 
ficant morbidity,  might  threaten  patient’s  life,  and  pro- 
long hospitalization,  its  occurrence  was  studied  among 
patients  operated  from  1980-84.  (Table  II) 

Table  I 


Frequency  and  Distribution  of  Hypoparathyroidism  According  to 
Operative  Diagnosis  (1967-1984) 


Diagnosis 

No.  of 
Operations 

% 

Hypoparathyroidism 

% 

Cancer 

83 

28.32 

5* 

6.0 

Hyperparathyroidism 

64 

21.84 

3 

4.7 

Hyperthyroidism 

146 

49.82 

8** 

5.5 

Total 

293 

16 

5.5 

**See  text  total  number  was  12 

Table  II 


Transient  Post  Surgical  Hypocalcemia  (1980-84) 

Diagnosis 

Operations 

Temporary 

Hypocalcemia 

No. 

% 

Nodules,  Goiter 

60 

g 

13.3 

Carcinoma 

39 

7 

17.4 

Thyrotoxicosis 

29 

g 

27.6 

Hyperparathyroidism 

12 

2 

16.6 

Total 

140 

25 

17.9 

Temporary  hypocalcemia  ensued  post-opera  lively  in 
25  of  140  patients  (17.9%).  As  with  PsHP,  incidence  was 
correlated  with  disease  process.  The  highest  incidence  of 
temporary  hypocalcemia  occurred  after  thyroidectomy 
for  hyperthyroidism  (27.6%) 

The  time  of  onset  of  postsurgical  hypocalcemia,  both 
temporary  and  permanent,  could  be  established  for  42 
patients,  as  shown  in  table  III.  As  a rule,  hypocalcemia. 
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Table  III 


Time  Lapse  from  O.R  to  Onset  of  Either  Temporary  or  Permanent  Hypocalcemia 


Temporary  Hypocalcemia 

Permanent  Hypocalcemia 

Diagnosis 

No. 

Hrs. 

No. 

Hrs. 

of  cases 

X ± Sem 

of  cases 

X ± Sem 

Hyperthyroidism 

7 

16.3  ± 4.7 

9 

43.6  ± 12.0 

(10-48  hrs.) 

(1.5-96) 

Cancer 

7 

33.1  ± 8.0 

5 

30.6  ± 8.1 

(10-48  hrs.) 

(7-50  hrs.) 

Hyperparathyroidism 

2 

23.0  ± 13 

2 

168  ± 72 

(10-36  hrs.) 

(96-240) 

Other  (goiter, 

8 

21.5  ± 4.6 

1 

24  hrs. 

nodules) 

(6-24  hrs.) 

24  hrs. 

either  temporary  or  permanent,  appeared  in  the  early 
postoperative  period;  usually  within  the  first  24-48  hours. 
In  contrast,  permanent  hypocalcemia  after  parathyroid 
surgery  tended  to  appear  significantly  (168  ± 72  hrs.) 
later.  However,  there  were  only  2 cases  and  in  one  hypo- 
calcemia was  not  recorded  till  10  days  post  op. 

Table  IV  compares  the  severity  of  hypocalcemia,  either 
permanent  of  temporary,  in  the  various  diagnostic 
groups.  Using  the  lowest  recorded  serum  calcium  value  as 
an  indicator  of  severity  there  was  no  significant  difference 
in  the  degree  or  range  of  hypocalcemia  except  for  the 
hyperparathyroid  patients  who  develop  permanent 
hypocalcemia  (PsHP).  In  these,  serum  calcium  values 
tended  to  be  lower.  Time  to  recovery  from  hypocalcemia 
varied  markedly,  ranging  from  2 days  to  6 months. 
Table  V depicts  the  period  of  observation  prior  to 
definitive  vitamin  D therapy  in  15  patients.  Time  ranged 

Table  IV 


Severity  of  Hypocalcemia 
Lowest  Serum  Calcium  Observed  (mgs/dL) 


Temporary  Hypocalcemia  Permanent  Hypocalcemia 


No. 

X ± Sem 

No. 

X ± Sem 

Hyperthyroidim 

7 

6.6  ± .3 
(5. 3-7.4) 

9 

6.1  ± .2 
(5.2-6.8) 

Cancer 

7 

6.9  ± .2 
(6.2-7.9) 

5 

6.6  ± .10 
(6. 3-6. 9) 

Hyperparathyrodism 

2 

7.1  ± .30 
(6. 8-7.4) 

2 

5.75  ± .15 
(5.6-5. 9) 

Other 

8 

6.89  ± .26 
(5.9-7.7) 

1 

6.8 

Table  V 


Period  of  Observation  Prior  to  Definite  Vitamin  D Therapy 


No.  of 

Time  (months) 

Patients 

X + Sem 

Thyrotoxicosis 

8 

2.125  ± .47 
( 1 wk  - 4 mos.) 

Cancer 

5 

1.80  ± .72 
(2  wks  - 4 mos.) 

Hyperparathyroidism 

2 

1.75  ± .25 
(1.5-2) 

from  8 days  to  4 months.  In  cases  of  hyperthyroidism  the 
mean  ± Sem  was  2. 13  ± .47  months,  1.80  ± .72  for 
carcinoma  and  1.75  ± .25  for  hyperparathyroidism 
patients. 

Table  VI 


Reported  Incidence  of  Postsurgical  Hypocalcemia  in  Various  Series 


No. 

Temporary 

Permanent 

Author  (3) 

Operations 

Hypocalcemia  (%) 

Hypoparathyroidism 

(%) 

Haff  (1973) 
Blondeau  (1973) 

209 

7.6 

2.4 

Review 

1000 

3.8 

0.8 

Hans  (1976) 

324 

4.6 

3.2 

Burnett  (1978) 

245 

5.7 

2.0 

1,778 

4.7% 

1.6% 

Discussion 

The  reported  incidence  of  postoperative  hypocalcemia 
in  large  series  of  thyroidectomy  for  various  disorders  has 
ranged  from  .32  to  22.7%,'  depending  on  the  number  of 
total  thyroidectomies  performed  and  whether  transient 
hypocalcemia  is  also  included.  However,  the  over-all 
incidence  of  postsurgical  permanent  hypoparathyroidism 
most  often  quoated  as  “norm”  is  2-3%.^  Our  5.5% 
incidence  is  within  the  range  of  other  series,  but  it  is 
higher  than  the  “norm”  referred  to. 

Permanent  hypoparathyroidism  after  total  thyroidec- 
tomy for  cancer  is  acknowledged  to  occur  more  often 
than  when  lesser  resections  are  made^’  * this  was  also 
true  in  our  series  (6.0%).  The  mechanism  which  produce 
hypocalcemia  after  total  thyroidectomy  is,  almost 
certainly,  complete  or  partial  removal  of  parathyroid 
tissue  and/or  interference  with  the  blood  supply  of 
residual  parathyroid  glands. The  end-artery  nature  of 
the  parathyroid  blood  supply  entails  high  risk  of  devas- 
cularization, as  it  has  been  well  demonstrated  by  Halsted 
and  Evan.’  Thus,  at  present,  interference  with  the  glands 
blood  supply  is  accepted  as  the  more  likely  cause  of  post- 
surgical hypocalcemia  than  inadverlent  removal  of  the 
parathyroids.*’  ’ 

In  our  series  the  incidence  of  permanent  post-surgical 
hypoparathyroidism  after  surgery  for  hyperthyroidism 
was  5.5%,  almost  as  high  as  after  total  thyroidectomy  for 
cancer  and  significantly  greater  than  that  following  sub- 
total resection  for  all  other  disorder  (0%).  If  the  cases  of 
transient  hypocalcemia  are  added  to  those  of  PsHP, 
surgery  for  hyperthyroidism  gives  an  over  all  incidence  of 
9.1%  of  postoperative  hypocalcemia. 

Though  not  included  in  the  percentage  calculations,  in 
our  series  there  were  an  excess  number  of  cases  during 
1977,  when  there  was  an  unofficial  policy  of  performing 
total,  instead  of  the  usual  subtotal  thyroidectomy,  for 
hyperthyroidism.  However,  an  abnormally  high  inci- 
dence of  hypocalcemia  after  surgery  for  hyperthyroidism 
has  been  noted  by  other  investigators. ’ Michie  et  al'° 
postulated  the  presence  of  a thyrotoxic  osteodystrophy  as 
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a plausible  explanation.  They  reported  that  most  of  their 
thyrotoxic  patients  were  in  a negative  calcium  balance 
due  to  large  losses  of  calcium  in  both  stools  and  urine. 
The  existence  of  a negative  calcium  balance  in  thyrotoxic 
patient  has  been  known  since  the  work  of  Aub  et  al.“ 
Afterward,  this  has  been  corroborated  by  other  investi- 
gators.'^’ ‘3, 14, 15, 16  same  time,  they  are  usually  in  a 

negative  nitrogen  balance.  Changes  in  calcium  metabolism 
seem  to  be  largely  secondary  to  changes  in  the  colla- 
genous matrix  of  bone.'’  Only  a proportion  of  patients 
with  hyperthyroidism  show  abnormal  alkaline  phos- 
phatase levels,  whereas  urinary  hydroxyproline,  which 
largely  derives  from  the  catabolism  of  the  collagenous 
matrix  of  bone,  has  a positive  correlation  with  the 
severity  of  hyperthyroidism.'® 

According  to  Michie  et  al,  the  acute  reversal  of  this 
thyrotoxic  osteodystrophy  immediately  post  thyroidec- 
tomy, resulted  in  avid  retention  of  calcium  by  bone  and 
accounted  for  the  hypocalcemia  observed  in  many 
patients.  Biochemically,  this  was  characterized  by  a 
markedly  positive  calcium  balance  with  reduction  of 
both  urinary  and  fecal  calcium;  reflecting  a rapid  uptake 
of  calcium  by  bone.  Once  calcium  balance  is  returned  to 
normal  with  calcium  and/or  vitamin  D administration, 
the  hypocalcemia  subsides  and  the  disorder  thus  becomes 
transient.'"'  Futher  support  for  the  concept  of  a 
thyrotoxic  osteodystrophy  comes  from  the  biochemical 
changes  observed  in  hyperthyroid  patients  patients  who 
have  received  only  propranolol  m their  preoperative 
preparation.'’  Immediate  preoperative  serum  calcium 
levels  were  significantly  higher  among  these  patients  than 
among  those  conventionally  prepared  with  tapazole  and 
iodine.  The  presumption  being  that  in  the  tapazole 
treated  group  the  thyrotoxic  osteodystrophy  had  had 
time  to  start  healing;  thus,  leading  to  lower  serum 
calcium  levels.  Besides,  serum  alkaline  phosphatase,  an 
index  of  osteoblastic  activity,  showed  a considerable 
increase  in  the  propranonol  treated  group  one  month  post 
operatively;  when  osteodystrophy  repair  could  be 
expected  to  be  most  active.'’  Though  not  specifically 
studied,  we  conventionally  prepare  patients  with  tapazole 
or  propylthiouracil  preoperatively. 

Such  a theory  could  help  explain  the  high  incidence 
(27.6%)  of  transient  hypocalcemic  in  our  patients  with 
hyperthyroidism. 

Laitinen,  Michie  et  al'°’  postulate  that  careful  pre- 
operative drug  treatment,  laboratory  follow  up  of 
skeletal  metabolism,  and  supplemental  calcium,  if 
needed,  before  thyroid  surgery,  should  substantially 
decrease  the  risk  of  post-operative  hypocalcemia  in 
thyroid  surgery  for  hyperthyroidism. 

As  regards  the  severity  of  hypocalcemia,  there  was  no 
serum  calcium  level  which  could  be  considered  as 
predictive  of  permanent  parathyroid  damage.  For 
instance,  patients  with  hyperthyroidism  could  have 
serum  calcium  levels  as  low  as  5.2  mgs%  and  still  recover 
parathyroid  function  and  a eucalcemic  state. 

In  our  series,  the  period  of  observation  before  starting 
definitive  vitamin  D therapy  was  longer  than  usual.  Our 
findings  were  different  from  those  of  Hans  et  al'®  who 
stated  that  if  serum  calcium  persists  below  normal  and 
serum  phosphate  is  elevated  for  up  to  4-6  wks  post  op.. 


permanent  hypoparathyroidism  is  the  rule.  Our  results 
suggest  that  patients  with  postsurgical  hypocalcemia  of 
an  even  longer  duration  might  still  recover  parathyroid 
function.  Thus  immediate  therapy  with  vitamin  D,  which 
could  elevate  serum  calcium  levels  and  thus  abolish  a 
hypocalcemic  stimulus  for  recovery  of  parathyroid  gland 
function,  could  be  postponed  longer  and  thus  avoid  the 
tedious  and  hazardous  task  of  monitoring  vitamin  D 
therapy  for  a life-time. 
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Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  imique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should  j 
be  considered  when  selecting  | 
daily  therapy  with  ZOVIRAX] 
CAPSULES.  1 

Please  see  brief  summary  of  ^ 

prescribing  information  on  next  page} 
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Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories; 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
^isodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

’The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Cffironic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affectea  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  ve^  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  he  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
arenteral  doses  of  100  mg/kg  acyclovir  in  rats 
ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/aay 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lútea,  total 
implantation  sites  and  live  fetuses  in  the  f'l 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  m 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Testicular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Tbratogenic  Effects:  Pregnancy 
Category  C. 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o  ),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well -control  led  studies  in 
pregnant  women.  Acyclovir  should  not  ’ae  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%  ) and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  ( 13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  ( 1 ),  accelerated  hair  loss  ( 1 ),  and 
depression  ( 1 ). 

DOSAGE  AND  ADMINISTRATION:  TVeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-008T099T55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Incidence  of  Spontaneous  Bacterial 
Peritonitis  in  the  University  Hospital 

José  Ríos,  IM  D 
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Bacterial  peritonitis  occurring  in  patients  with  cirrhosis 
and  ascites  without  evidence  of  external  or  intra- 
abdominal sources  of  infection  has  been  defined  as 
spontaneous  bacterial  peritonitis  (SBP).'’  ^ A pre- 

valence of  8 to  20%  in  hospitalized  patients  ^ and  an 
incidence  of  8 to  50%  peryear^’"*’  ’ have  been  reported 
in  alcoholic  and  non  alcoholic  cirrhotics.  A high  morta- 
lity rate  ranging  from  50  to  95%  has  also  been  reported  in 
various  studies.*’  *’  ’ Early  recognition,  confirmation  and 
treatment  are  imperative  if  this  mortality  rate  is  to  be 
improved. 

Ascitic  fluid  cultures  are  positive  only  in  60  to  70%  of 
the  cases  and  require  24  to  72  hours  before  the  results  can 
be  obtained.  A number  of  studies  have  stressed  the 
importance  of  an  early  diagnosis  of  spontaneous 
bacterial  peritonitis  before  the  bacteriological  results  are 
available.’’  Several  findings  in  the  ascitic  fluid  have 
been  suggested  as  useful  criteria  for  the  early  recognition 
of  spontaneous  bacterial  peritonitis.  These  include  a 
leukocyte  count  of  more  than  l,000/mm^  polymorpho- 
nuclear cell  count  of  over  500/mm\  pH  less  than  7.32, 
and  an  arterial-ascitic  fluid  pH  difference  of  more 
than  0.10.’’  *’  ’>  ‘2,  ‘3,  is 

Several  routes  of  infection  have  been  postulated;  being 
hematogenous  seeding  and  transmural  migration  the 
major  ones.  Transient  bacteremia  after  invasive  or 
manipulative  procedures  has  been  implicated  in  spon- 
taneous bacterial  peritonitis'*’  ” and  the  role  of 

antibiotic  prophylaxis  has  been  speculated  on  by  several 
authors.'’  "’ 

The  present  study  was  undertaken  to:  a)  evaluate  the 
incidence  of  spontaneous  bacterial  peritonitis  in  the 
ascitic  population  admitted  to  the  University  Hospital; 
b)  determine  the  incidence  of  spontaneous  bacterial 
peritonitis  after  invasive  procedures  in  this  population; 
and  c)  evaluate  the  role,  if  any,  of  the  prophylactic  use  of 
antibiotics  in  the  prevention  of  spontaneous  bacterial 
peritonitis. 

Materials  and  Methods 

All  patients  admitted  with  ascites  to  the  Department  of 
Medicine  of  the  University  Hospital  or  seen  in  consultation 
by  the  Gastroenterology  Ser\  ice  from  September  1985  to 
April  1986  were  evaluated.  Patients  with  severe  coagulo- 
pathies, those  who  had  received  antibiotics  in  the  past 
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week,  those  submitted  to  peritoneal  dialysis,  or  having 
undergone  an  endoscopic  procedure  the  previous  72 
hours  were  excluded  from  the  study. 

Twentythree  patients  were  included.  Eleven  patients 
had  history  of  chronic  liver  disease  due  to  alcohol  intake, 
eight  were  non  alcoholic  cirrhotics  and  four  were  patients 
with  cirrhosis  and  suspected  malignancy.  There  were 
twelve  males  and  eleven  females.  Four  patients  were 
excluded:  three  were  in  chronic  peritoneal  dialysis  and 
one  had  a severe  coagulopathy  due  to  promyelocytic 
leukemia.  Ages  ranged  from  19  to  85  with  a mean  of  52.8 
years. 

All  patients  underwent  paracentesis  with  48  hours  of 
admission.  After  cleansing  the  skin  with  Betadyne  solu- 
tion, 70  to  80  ml.  of  ascitic  fluid  were  drawn,  usually  by  a 
midline  hypogastric  puncture,  using  a 20  gauge  needle. 
Fifteen  milliliters  of  ascitic  fluid  were  immediately 
transferred  to  appropiate  media  (GIBCO-brain-heart 
infusion  broth  w/PABA,  SPS  Agar  and  CO2  blood 
culture  bottles)  and  cultured  under  aerobic  and 
anaerobic  conditions.  The  remaining  samples  were  used 
for  pH  determination,  cell  count  and  differential,  LDH, 
protein,  amylase,  stains  for  bacterial,  fungi  and  acid  fast 
bacilli,  and  cytologic  analysis.  Simultaneous  blood 
samples  for  pH,  amylase  and  chemistries  were  drawn. 

All  patients  having  an  ascitic  fluid  WBC  count  over 
l,000/mm^  a PMN  count  over  500/mm\  or  positive 
culture  were  treaed  with  cefoxitin  2 grams  intravenously 
every  four  hours^^  until  there  was  clinical  impro- 
vement. Patients  without  evidence  of  peritonis  who  were 
to  undergo  an  endoscopic  procedure  were  randomized  in 
a blind  fashion  into  two  groups  after  obtaining  informed 
consent.  Group  A received  prophylactic  antibiotics  for 
72  hours  starting  one  hour  prior  to  the  procedure; 
Group  B received  placebo.  The  peritoneal  tap  was 
repeated  at  24  and  72  hours  after  the  endoscopic 
procedure.  This  protocol  was  approved  by  the  Institu- 
tional Review  Board. 

Results 

All  twenty  three  patients  entering  the  study  had 
cirrhosis.  Five  were  admitted  with  upper  gastrointestinal 
bleeding,  two  with  portosystemic  encephalopathy,  one 
with  congestive  heart  failure,  three  with  suspected 
malignancy,  and  seven  with  ascites  de  novo  for  eva- 
luation. 

Five  patients  were  admitted  with  the  clinical  diagnosis 
of  spontaneous  bacterial  peritonitis.  Ascitic  fluid 
parameters  in  two  of  these  patients  suggested  the  diag- 
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nosis,  and  this  was  confirmed  by  positive  fluid  cultures, 
one  yielding  Streptococcus  pneumoniae  and  the  other 
E.  coli  (Table  I). 

Table  I 


Sensiiiviiy  of  Ascitic  Fluid  Findings  for  (he  Diagnosis  of  SBP 


Test 

Results 

Sensitivity 

Ascitic  fluid  PMN 

> 500/mm’ 

2/2  (100%) 

Ascitic  fluid  pH 

< 7.32 

1/2  (50%) 

Ascitic  fluid  WBC 

> 1000/mm’ 

2/2  (100%) 

Arterial  ascitic 
fluid  pH  gradient 

> .10 

2/2  (100%) 

No  significant  difference  was  found  on  LDH,  LDH 
serum/fluid  ratio,  protein,  protein  serum/fluid  ratio, 
amylase  and  glucose  levels  in  ascitic  fluid  between 


patients  with  spontaneous  bacterial  peritonitis  and 
patients  with  sterile  ascites  (Fig.  1 & 2).  The  ascitic  fluid 
glucose  ranged  from  64  to  182  mg/dl  (mean  107.6  ± 16 
mg/dl),  the  protein  ranged  from  0.59  to  2.9  grams  (mean 
1.4  ± 0.3  gm.),  the  LDH  ranged  from  41  to  226u/l 
(mean  117.6  ± 0.3),  amylase  ranged  from  10  to  140  u/dl 
(mean  62.4  ± 12.8  u/dl).  The  arterial-ascitic  fluid  pH 
gradient  (A-AfpHG)  ranged  from  -.04  to  .12  (mean 
.03  ± .05).  The  protein  ratio  ranged  from  .09  to  .58 
(mean  .27  ± .06).  LDH  ratio  ranged  from  .14  to  .90 
(mean  of  .43  ± .09)  The  two  patients  with  positive  para- 
meters and  culture  for  spontaneous  bacterial  peritonitis 
were  treated  with  cefoxitin  and  both  were  discharged 
home  after  resolution  of  the  infection. 

Four  patients  were  randomized  into  the  prophylactic 
treatment  group:  two  received  antibiotics  and  two 
received  placebo.  The  taps  done  at  24  and  72  hours  failed 
to  show  evidence  of  spontaneous  bacterial  peritonitis, 
and  the  cultures  were  negative. 


Fig.  1.  : Ascitic  Fluid  Findings 
GLUCOSE 


PROTEIN  RATIO 


LDH  RATIO 


AMYLASE 


7.60 


7.50 

M 

7,40 


7.30 


Fig.  2.  : Ascitic  Fluid  Findings 


Ascitic  Fluid  pH 

pH  Gradient 

WBC  Count/ml 

PMN  Cell  Count/ml 

0.3 

10000 

10000 

• 

0.2 

* 

1000 

. . . 

0.1 

1 

1000 

• • • • 

— ' 

100 

.. 

• • • 

0 

• • • 

100 

I * 

• • 

• 

• 

• • 

;; 

10 

• • • 

1 1 

01 

1 1 1 

10 

1 1 

1 1 

no  SBP  SBP 

no  SBP  SBP 

no  SBP  SBP 

no  SBP  SBP 

240 


José  Rios.  MD.  et  ai 


Vo¡.  79  Num.  6 


Discussion 

Since  Conn  et  al.  reported  their  observations  in  1964,^ 
spontaneous  bacterial  peritonitis  has  become  a well 
recognized  and  serious  complication  of  cirrhotic  patients 
with  ascites.  The  mortality  is  high,  ranging  from  50  to 
95%,'^  so  emphasis  should  be  placed  in  the  early 
diagnosis.  The  true  incidence  has  been  quite  difficult  to 
establish  but  reports  range  from  8 to  20%  and  up  to  a 50% 
incidence  has  been  reported  in  hospitalized  patients.^  ^ ^ ^ ’ 

Infection  with  a single  organism,  usually  enteric,  is 
found  in  most  cases. Gram  negative  bacilli  are 
present  in  about  70%  of  isolates,  principally  E.  coli, 
which  is  more  common  in  alcoholic  cirrhosis  as  reported 
by  Kannan’’  and  Grosley.^^  Streptococcus  pneumoniae 
has  been  implicated  more  commonly  in  patients  with 
postnecrotic  cirrhosis,  Wilson’s  disease,  chronic  active 
hepatitis,  primary  biliary  cirrhosis,  and  primary  scleros- 
ing cholangitis.  Streptococcus  pneumoniae  comprises 
about  15  to  25%  of  all  cases  of  spontaneous  bacterial 
peritonitis,*’  and  anaerobes  are  found  in  up  to 

10%.'*’  b 22  three  major  routes  of  infection  that 
have  been  suggested  are  transmural  migration  of  gastro- 
intestinal flora,  lymphangitic  spread  and  hematogenous 
seeding.  The  latter  is  considered  the  most  common 
pathway,  including  bacteremia  resulting  from  manipula- 
tive and  therapeutic  procedures.'*’  ” 

Several  studies  have  stressed  the  propensity  of  patients 
with  chronic  liver  disease  and  ascites  and  patients  with 
nephrotic  syndrome  to  develop  spontaneous  bacterial 
peritonitis.'"’  A low  protein  content  in  ascitic 

fluid  appears  to  be  a risk  factor  for  developing  sponta- 
neous bacterial  peritonitis.  Malignant  ascites,  which  in 
general  has  high  protein  levels,  has  not  been  reported  to 
be  complicated  by  spontaneous  bacterial  peritonitis. 

A decrease  in  opsonic  activity  of  cirrhotic  ascitic  fluid 
has  been  reported.'*  A low  complement  concentration 
has  been  found  in  the  fluid,  correlating  with  the  low 
protein  content  of  cirrhotic  ascites.  This  also  correlates 
with  the  low  antimicrobial  activity  of  cirrhotic  ascites.^* 
The  findings  partially  explain  why  cirrhotic  and 
nephrotic  patients  are  more  prone  to  develop  sponta- 
neous bacterial  peritonitis. 

Our  incidence  of  8%  (2/23  patients)  is  similar  to  that 
reported  in  previous  studies  by  Conn  and  Fessel,*  Brook 
and  Richard,*  Kline,’  and  Yang.'’  (Tabel  II). 


Table  II 

Incidence  of  Spontaneous  Bacterial  Peritonitis  in  Patients  with  Ascites 


Authors 

#of  patients 

% 

Rios  J,  Rubio  C,  Torres  E. 

2/23 

8 

Kline  et  al 

NR 

8 

Conn  & Eessel 

NR 

8 

Giovambattista  P. 

49/224 

21 

Joanne  A.,  Wilson  M. 

2/51 

4 

Young  Yang,  Yun  Ean 

10/109 

9 

Brook  I.,  Richard  S. 

8/79 

10 

Scemarra  J.,  Dautrellot  C. 

12/55 

21 

*NR=  not  reported. 


The  organisms  isolated  were  E.  coli  and  Strep,  pneu- 
monia. E.  coli  was  isolated  in  a patient  with  spontaneous 
bacterial  peritonitis  with  alcoholic  cirrhosis,  and  Strep, 
pneumonia  was  isolated  in  a patient  with  cirrhosis  due  to 
non  A non  B hepatitis.  These  findings  correlate  with 
previously  reported  data,  although  the  sample  is  too 
small  to  be  statistically  significant.  The  mortality  rate  of 
spontaneous  bacterial  peritonitis  in  our  study  could  not 
be  assessed  reliaby  due  to  the  small  number  of  infected 
patients  (Table  III). 

Table  III 


Mortality  of  Spontaneous  Bacterial  Peritonitis 


Authors 

Wpatient 

Mortality  (%) 

1.  Rios  J,  Rubio  C.  Torres  E. 

0/2 

0 

2.  Giovambatista  P, 

23/49 

48 

3.  Weinstein  M.,  Stration  C. 

16/28 

57 

4.  Curry  N.,  McCallum  R. 

12/15 

71 

Four  patients  underwent  invasive  procedures  and  were 
randomized  into  two  groups:  one  receiving  prophylactic 
antibiotics  and  one  receiving  placebo.  None  of  these 
patients  developed  clinical,  laboratory  or  bacteriological 
evidence  of  spontaneous  bacterial  peritonitis.  This 
evidence  does  not  support  the  theory  that  manipulative, 
invasive,  diagnostic  or  therapeutic  procedures  predispose 
to  the  development  of  spontaneous  bacterial  peritonitis. 
Since  the  group  is  so  small,  more  patients  are  being 
randomized  to  evaluate  this  matter. 

Summary:  Twenty  three  patients  evaluated  for  ascites 

in  the  Gastroenterology  Section  of  the  University  Hospital 
between  September  1985  and  April  1986  were  included  in 
the  study.  Ascitic  fluid  was  tested  for  pH,  cell  count  and 
differential,  LDH,  protein,  amylase,  cytology,  microbial 
stains  and  cultures.  Five  patients  had  a clinical  picture  of 
spontaneous  bacterial  peritonitis,  but  only  two  bad  the 
diagnosis  confirmed  by  laboratory  tests  and  positive 
cultures,  for  an  incidence  of  8%.  The  diagnostic  value  of 
ascitic  fluid  parameters  is  discussed,  and  the  current 
literature  on  the  subject  is  reviewed. 
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Coexistent  Polycythemia  Vera  and 
Smoldering  Multiple  Myeloma:  Report  of  a 
Case  and  Review  of  the  Literature 

Kenel  Fernández,  MD 
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Enrique  Vélez-García,  MD 


Abstract:  Polycythemia  vera  is  a myeloproliferative 

disorder  rarely  associated  with  other  hematologic  malig- 
nancies besides  leukemia.  Very  seldom, an  immunoglobulin 
abnormality  may  be  seen  without  clinical  evidence  of  a 
coexistent  plasma  cell  disorder.  The  association  of  poly- 
cythemia vera  and  multiple  myeloma  is  extremely  rare  and 
in  only  six  of  the  previously  reported  cases,  both  diagnoses 
were  made  simultaneously.  We  report  the  case  of  an 
asymptomatic  58  years  old  hypertensive  male  patient  who 
during  a routine  laboratory  evaluation  was  found  to  have 
thrombocytosis  (931,000/mm^)  and  mild  leukocytosis 
(14,300/mm^).  Bone  marrow  aspiration  revealed  an 
increased  number  of  immature  plasma  cells  with  absent 
iron  stores.  Further  laboratory  studies  were  as  follows: 
hemoglobin  level  19.6  gm/dl;  white  blood  count  19,200/mm^ 
and  platelet  count  486,000/mm\  The  total  serum  proteins 
were  9.1  gm/dl  with  a serum  protein  electrophoresis 
showing  hyper  gamma-globulinemia  (3.2  gm/dl).  Immu- 
noglobulin quantitation  showed  an  IgA  of  3 gm/dl.  The 
total  red  cell  mass  was  38.6  cc/kg  and  the  arterial  oxygen 
saturation  was  93%.  The  leukocyte  alkaline  phosphatase 
test  score  was  271.  These  studies  suggested  the  coexistence 
of  two  diseases:  polycythemia  vera  and  multiple  myeloma. 
A detailed  description  of  the  clinical  manifestations  and  the 
laboratory  studies  of  this  case  as  well  as  a review  of  the 
pertinent  literature  form  the  basis  of  this  report. 

The  association  of  polycythemia  vera  and  multiple 
myeloma  has  rarely  been  observed. The  simulta- 
neous occurrence  of  these  two  distinct  diseases  in  the  same 
patient,  one  a myeloproliferative  disorder  and  the  other  a 
plasma  cell  dyscrasia,  remains  an  enigma.  Although  a 
possible  explanatation  for  this  combination  is  the 
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existence  of  a common  pluripotent  malignant  stem  cell, 
chance  association  of  these  two  independent  diseases 
must  also  be  considered. 

We  have  recently  studied  a patient  with  co-existent 
polycythemia  vera  and  multiple  myeloma,  in  whom  both 
diseases  were  individuallly  well  documented.  The 
purpose  of  this  report  is  to  describe  the  clinical  and 
laboratory  features  of  this  interesting  case  and  review  the 
pertinent  literature. 

Case  Report 

A 58  years  old  hypertensive,  asymptomatic  male  was 
found  with  leukocytosis  and  thrombocytosis  and  was 
referred  to  the  Hematology-Oncology  Section,  after  a 
routine  laboratory  evaluation  in  October  1984.  The 
physical  examination  disclosed  an  obese  male  with 
plethoric  appearance.  The  skin  and  oral  mucosa  showed 
marked  cyanosis  and  injected  conjunctivae.  The  chest, 
lungs  and  heart  were  unremarkable.  The  spleen  and  liver 
were  not  palpable  and  there  was  no  lymphadenopathy. 

The  initial  laboratory  studies  done  in  August  1984, 
revealed  a hemoglobin  of  16  gm/dl,  a total  white  blood 
count  of  14,300/mm^  with  a differential  count  of  64% 
neutrophilic  granulocytes,  1%  bands,  1%  eosinophils, 
29%  lymphocytes,  5%  monocytes,  and  a platelet  count  of 
931,000/mm\  The  total  serum  protein  level  was 
9.1  g/dl.  Two  months  later  the  complete  blood  cell 
counts  and  SMA-18  were  repeated  and  the  results  were  as 
follows:  hemoglobin  19.6  g/dl,  white  blood  cell  count 
19,200/mm^  with  73%  neutrophilic  granulocytes,  19% 
lymphocytes,  2%  basophils,  6%  eosinophils  and  a 
platelet  count  of  448,000/mm’.  The  total  serum  protein 
remained  at  9.1  g/dl  (normal  6-8  g/dl).  At  this  time 
the  peripheral  blood  smear  showed  rouleaux  formation 
and  the  bone  marrow  aspirate  was  hypercellular  with  an 
infiltrate  of  13%  immature  plasma  cells  (Fig.  1);  iron 
stores  were  absent.  An  initial  impression  of  concomitant 
polycythemia  vera  and  multiple  myeloma  was  entertained 
and  a complete  evaluation  ensued. 

The  serum  protein  electrophoresis  showed  a mono- 
clonal spike  in  the  beta  region  of  3.2  g/dl.  Quantitative 
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Figure  1.  Patient’s  bone  marrovs  showing  immature  plasmacytosis. 


serum  immunoglobulin  determinations  were:  IgA  3g/dl, 
IgG  0.86  g/dl  and  IgM  0.78  g/dl.  Bence  Jones  protein  and 
urine  protein  electrophoresis  were  negative.  The  serum 
creatinine  was  1.4  mg/dl  (normal  0.7- 1.5  mg/dl)  and  the 
blood  urea  nitrogen  15  mg/dl  (normal  7-20  mg/dl).  The 
skeletal  survey  was  normal.  The  total  red  cell  mass 
38.6  cc/kg;  the  arterial  oxygen  saturation  was  93%,  the 
leukocyte  alkaline  phosphatase  score  was  271  (normal 
20-100);  serum  erythropoietin  38  MiU/ml  (normal  7- 
36  MiU/ml);  and  serum  vitamin  8,2  580  pg/ml  (normal 
150-450  pg/ml).  Chromosome  studies  failed  to  show  the 
presence  of  the  Philadelphia  chromosome  and  the  liver 
and  spleen  scans  were  normal.  The  patient  remained 
asymptomatic  for  ten  months  (until  July  1985),  and  was 
treated  only  with  phlebotomies  in  four  occasions  during 
this  time. 

Re-evaluation  was  performed  in  July  1985  and 
revealed  the  following:  hemoglobin  18. 4 g/dl, hematocrit 
60%,  white  blood  cell  count  1 1,700/mm^  with  a differen- 
tial count  of  71%  neutrophils,  5%  bands,  19%  lympho- 
cytes, 3%monocytes,  2%  basophils  and  a platelet  count 
of  230,000/mm\  The  total  serum  proteins  increased  to 
10.2  g/dl  (globulin  6.5  g/dl)  and  the  peripheral  blood 
smear  showed  rouleaux  formation.  The  bone  marrow 
was  hypercellular  with  17%  immature  plasma  cells  and 
the  serum  protein  electrophoresis  showed  a persistent 
spike  in  the  beta  region  of  3.7  g/dl.  Quantitative 
immunoglubulin  studies  revealed  the  following:  IgA  8.5 
g/dl,  IgG  0.54  g/dl  and  IgM  0.38  g/dl.  The  bone  survey 
was  normal.  The  total  plasma  volume  was  4,505  cc  and 
red  cell  mass  was  55.6  cc/kg  (normal  expected  value  for 
this  patient  was  24.5  cc/kg). 

The  patient  has  remained  asymptomatic  and  has  not 
required  further  treatment. 

Discussion 

Polycythemia  vera,  a myeloproliferative  disorder  and 
multiple  myeloma,  a plasma  cell  dyscrasia  are  rarely 
associated  with  hematologic  malignancies  other  than 
leukemia.  The  coexistence  of  these  two  entities  has  only 
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been  described  in  several  instances, however,  well 
documented  evidence  of  the  presence  of  both  disorders 
has  only  been  presented  by  Giertsen^  and  Brody.’ 
Polycythemia  vera  is  a hematopoietic  stem  cell  disorder 
characterized  by  sustained  cellular  proliferation  which  is 
usually  expressed  by  an  increased  red  cell  mass.  This 
disease  is  a well  defined  pathologic  entity  and  its  accurate 
diagnosis  usually  presents  little  difficulty.  The  criteria 
adopted  in  1968  by  the  National  Polycythemia  Vera 
Group*’  established  the  diagnostic  criteria  for  the 
differential  diagnosis  from  other  forms  of  polycythemia. 
The  cardinal  features  which  substantiate  the  diagnosis 
are:  splenomegaly  with  leukocytosis,  thrombocytosis  and 
increased  red  cell  mass  with  normal  oxygen  saturation 
(Table  1). 

Table  1 


National  Polycythemia  Vera  Study  Group  Diagnostic  Criteria 


Category  A 

A1  Increased  red  cell  mass  (measured  with  Cr-labeled  red  cells); 

male  >36  ml/kg;  female  > 32  ml/kg 
A2  Normal  arterial  oxygen  saturation:  > 92  percent 

A3  Splenomegaly 

Category  B 

B1  Thrombocytosis:  platelets  ^400,(X)0  per  microliter 

B2  Leukocytosis:  white  cell  count  ^ 12,000  per  microliter 

(in  absence  of  fever  or  infection) 

B3  Elevated  leukocyte  alkaline  phosphatase  score:  > 100 

(in  absence  of  fever  or  infection) 

B4  Elevated  serum  vitamin  B,2  or  unbound  vitamin  B,2  binding 

capacity:  (UB,2  BC)  > 900  pg/ml;  (UB.j  BC)  >2200  pg/ml 
The  diagnosis  of  polycythemia  vera  is  acceptable  if: 

( 1)  All  three  parameters  from  category  A are  present  or 

( 2)  The  combination  of  an  elevated  red  cell  mass  and  normal 
arterial  oxygen  saturation  is  present  with  any  two 
parameters  from  category  B 


A comprehensive  review  of  all  the  previously  reported 
cases  with  the  association  of  polycythemia  vera  and 
multiple  myeloma  is  presented  in  table  2.  In  most 
patients  the  diagnosis  of  polycythemia  vera  was  based  on 
an  elevated  hematocrit  alone  and  that  of  multiple 
myeloma,  on  the  presence  of  marrow  plasmacytosis. 
Utilizing  present  criteria,  only  one  of  the  previously 
described  cases  has  been  adequately  documented.  In 
only  one  case,  the  one  described  by  Giertsen,^  were 
oxygen  saturation  studies  done.  Brody  et  al’  described 
the  only  documented  case  with  red  cell  mass  studies. 
Heinle  and  Dittmar*’  documented  their  cases  only  with 
a leukocyte  alkaline  phosphatase  stain.  In  retrospect, 
none  of  the  previously  reported  cases  fulfills  the  presently 
accepted  criteria  for  the  diagnosis  of  polycythemia  vera 
as  formulated  by  the  Polycythemia  Vera  Study  Group 
which  include  one  or  more  of  the  following:  Category  A 
parameters  (increased  red  cell  mass,  normal  arterial 
oxygen  saturation  and  splenomegaly);  Category  B 
parameters  (thrombocytosis,  leukocytosis,  elevated 
leukocyte  alkaline  phosphatase  and/or  serum  vitamin  8,2). 
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Table  II  - Laboratory  and  Clinical  Data  of  the  Reported  Cases 


Reported 

Cases 

Sex  & 

lITt 

Oxygen 

LAP 

Marrow 

Plasma* 

cytosis 

Osteoly- 

tic 

l>esions 

Monocio* 

nal 

Spike 

Bence 

Spleno- 

megah 

"p 

PV  & M M 
Diagnosed 

At  Same 
Time 

Post 

Mortem 

Age 

RBt  Mass 

Satura* 

tion 

.lon(^ 

ITierapy 

Diagnosis 
of  MM 

Pribram 

69  M 

ND 

ND 

NA 

ND 

NA 

NA 

Yes 

NA 

ND 

Tsu  j i 

58  M 

ND 

ND 

ND 

NA 

ND 

NA 

Yes 

ND 

NA 

Arnholdt 

57  M 

ND 

ND 

NA 

ND 

NA 

NA 

No 

ND 

+ 

Yes 

Lawrence 

1 

59  M 

60 

ND 

ND 

ND 

ND 

Yes 

No 

Yes 

ND 

2 

50  F 

61 

ND 

10% 

ND 

NA 

Yes 

NA 

ND 

3 

65  F 

54 

ND 

ND 

1 3% 

ND 

YES 

NO 

NA 

ND 

56  M 

73 

ND 

ND 

ND 

ND 

ND 

No 

No 

Yes 

ND 

Giertsen 

57  F 

ND 

94% 

Normal 

+ 

4- 

No 

No 

Yes 

ND 

Spickard 

58  M 

68 

ND 

ND 

30% 

No 

No 

ND 

ND 

Brody 

66  F 

60 

ND 

ND 

Yes 

No 

NA 

Hiqh 

Heinle 

60 

ND 

High 

+ 

NA 

Yes 

NA 

80  F 

ND 

Franzen 

51 

ND 

ND 

Yes 

Yes 

NA 

1 

63  F 

ND 

2 

80  M 

55 

ND 

ND 

No 

Yes 

NA 

ND 

3 

51  F 

60 

ND 

ND 

ND 

ND 

Yes 

No 

Yes 

ND 

Dittmar 

72  M 

63 

ND 

High 

15% 

+ 

3iclonal 

Yes 

No 

ND 

ND 

Fernández 

58  M 

62 

93% 

High 

17% 

No 

Yes 

Alive 

High 

HTC  - Hematocrit  {%) 

LAP  - Leukocyte  alkaline 
phosphatase 


NA  - Information  not  available 
ND  - Not  done 
+ - present 
- - absent 


PV  - Polycythemia  vera 
MM  - Multiple  myeloma 
* - Osteoporosis  present 


Although  frequently  found  in  other  neoplastic  diseases, 
monoclonal  gammopathies  are  generally  associated  with 
multiple  myeloma.  However,  polycythemia  vera  is  rarely 
associated  wiht  immunoglobulin  abnormalites.  Meytes  et 
al"  reported  only  3 cases  with  associated  monoclonal 
gammopathies  in  a series  of  85  patients  with  polycythemia 
vera.  In  two  of  these  cases,  the  paraprotein  was  an  IgG; 
the  third  patient  had  clinical  features  compatible  with 
chronic  lymphocytic  leukemia. 

The  diagnosis  of  a plasma  cell  neoplasm  is  commonly 
based  on  the  association  of  marrow  plasmacytosis, 
osteolytic  lesions  and/or  presence  of  a serum  or  urine 
M-protein  spike.  The  diagnosis  and  staging  criteria  of 
multiple  myeloma  are  well  established  mostly  due  to  the 
work  of  Durie  and  Salmon"  who  in  1975  delineated  a 
useful  clinical  staging  system  which  has  been  widely 
applied  correlating  major  prognostic  clinical  parameters 
with  the  measured  myeloma  cell  mass.  Multiple  myeloma 
is  not  a curable  neoplasia.  Therapy  is  costly  and  some- 
times associated  with  high  morbidity,  therefore,  the 
differentiation  of  overt  multiple  myeloma,  typically 
characterized  by  anemia,  bone  lesions,  renal  failure, 
hypercalcemia  and  a progressive  course,  from  a 
monoclonal  gammopathy  of  undetermined  significance 
(MGUS)  and  smoldering  multiple  myeloma  (SMM)  is 
very  important  in  order  to  establish  an  appropriate 
therapeutic  strategy.  There  are  well  established  criteria 
utilized  to  classify  patients  as  multiple  myeloma,  MGUS, 


or  SMM  (Table  3).  Our  patient  fulfills  the  criteria  for 
SMM  ( >3  g/dl  of  serum  monoclonal  protein,  17% 
marrow  plasmacytosis,  lack  of  bone  lesions  and  an 
asymptomatic  course  for  more  than  two  years  without 
treatment  and  evidence  of  progressive  disease).  With- 
holding treatment  in  these  cases  is  fully  justified  in  view  of 
the  lack  of  clinical  or  laboratory  evidenc  eof  progression 
of  the  disease. 

Lawrence  and  Rosenthaf  reported  four  cases  in  whom 
the  diagnosis  of  multiple  myeloma  could  be  confirmed  at 
necropsy  in  only  two;  the  diagnosis  in  the  other  two  cases 

Table  III 


Differentiation  Between  Multiple  Myeloma  (MM)  Monoclonal 
Gammopathy  of  Undertermined  Significance  (MGUS)  and  Smoldering 
Multiple  Myeloma  (SMM) 


MM 

MGUS 

SMM 

Serum  monoclonal 

protein 

Plasma  cells 

>3  g/dl 

<3g/gl 

>3  g/dl 

in  bone  marrow 

>10% 

< 10% 

>10% 

Bone  lesions 

Yes  or  No 

None 

None 

Ancillary  features* 

Yes 

No 

No 

‘Ancillary  features:  Bone  pain,  anemia,  elevated  serum  calcium  and/or 
creatinine.  Patients  without  bone  lesions  had  more  than  M)%  plasma 
cells  in  the  bone  marrow. 


245 


Coexistent  Polycythemia  Vera  and... 


Bol.  Asoc.  Med.  P.  Rico  - Junio  1987 


was  based  solely  on  the  presence  of  bone  marrow 
plasmacytosis.  Furthermore,  one  of  their  cases  (case  2), 
clinically  had  secondary  polycythemia,  not  polycythemia 
vera.  In  the  cases  reported  by  Pribram'  and  Tsuji,^  the 
diagnosis  of  multiple  myeloma  was  suggested  but  never 
histologically  confirmed. 

Eight  of  the  previously  reported  cases  of  concomitant 
multiple  myeloma  and  polycythemia  vera  had  the 
diagnosis  of  polycythemia  vera  performed  2 to  9 years 
before  the  diagnosis  of  multiple  myeloma  was  established 
and  in  four,  after  receiving  therapy  with  Although 
treatment  with  ^^P  could  be  implicated  in  the  prolifera- 
tion of  the  malignant  plasma  cells,  this  is  highly  unlikely 
in  view  of  the  many  patients  with  polycythemia  vera  who 
have  been  treated  with  ^^P  and  the  rarity  of  the  associa- 
tion with  multiple  myeloma. 

To  our  knowledge,  we  have  described  the  first  well 
documented  case  of  polycythemia  vera  and  concomitant 
smoldering  multiple  myeloma.  The  underlying  mecha- 
nisms for  the  co-existence  of  these  two  unrelated  hemato- 
logic malignancies  are  unknown  but  the  possibility  of  a 
common  stem  cell  origin  theory  for  both  diseases  is  theo- 
retically attractive  and  deserves  further  investigation. 
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Asociación  de  Médicos 
Graduados  de  México 
en  Puerto  Rico 

ASUNTO:  Convención  Anual  y Curso  de  Educación 
Médica  Continuada  en  la  Ciudad  de  México  y 
Guadalajara 

PROGRAMA:  Asamblea  Anual  y 24  horas  de 
Educación  Médica  Continuada  en  México 

FECHA:  Salida  hacia  México  el  sábado  27  de  junio 
1987  y regreso  a Puerto  Rico  el  lunes  13  de  julio  1987 

ALOJAMIENTO:  En  la  Ciudad  de  México:  gran 
Hotel  Ciudad  de  México  En  la  Ciudad  de  Guadalajara: 
Hotel  Tapado 

CONVENCION  ANUAL:  Martes  30  de  junio  1987  de 
1 PM  a 3 PM 

EDUCACION  MEDICA  CONTINUADA:  Primera 
semana  de  lunes  a viernes  de  9:00  AM  a 1:00  PM,  20 
horas  de  conferencia  por  profesores  de  la  Facultad  de 
Medicina  de  la  UNAM  organizadas  por  el  Dr.  Fernando 
Cano  Valle,  Decano  de  la  Escuela  de  Medicina. 

4 horas  de  Educación  Médica  Continua  en  la 
Ciudad  de  Guadalajara  por  profesores  de  la  Facultad 
de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara. 

APERTURA  Y CIERRE  DEL  CURSO:  El  lunes  29  de 
junio  y el  viernes  3 de  julio  de  1987,  actividad  social  de 
apertura  y cierre  del  curso  de  Educación  Médica. 

EXCURSION  POST-CONVENCION:  Excursión  de  7 
días  “La  Ruta  de  La  Independiencia”  que  nos  llevará  a 
Querétaro,  San  Miguel  de  Allende,  Dolores,  Hidalgo, 
Guadalajara,  Patzcuaro,  Janitzio,  Chapala  etc. 

CUOTA  DE  INSCRIPCION: 

(Cubre  certificado,  apertura  y Cierre). 

Graduados  de  México  250.00  (médico  y esposa) 
Médicos  No  Socios  300.00  (médico  y esposa) 

Acompañantes  adultos  100.00 
Médicos  Méxicanos  25.00 

NOTA:  Para  poder  unirse  a la  excursión  será  necesario 
pagar  la  cuota  de  Inscripción. 
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Una  sola  razón  para 
necesitar  Seguro  por 
Incapacidad. 


Muchas  razones  para  obtenerlo 


de  John  Hancock. 


Su  capacidad  para  generar  un  ingreso  es  su  más  valioso  caudal.  Pero  usted  no  puede  controlar 
su  salud  futura  por  completo.  Por  eso  necesita  un  seguro  por  incapacidad. 

El  plan  de  John  Hancock  P-65  PLUS  para  profesionales,  protegerá  su  ingreso  y estilo  de  vida 
contra  los  estragos  de  la  incapacidad  total  o parcial: 


*RenovacÍÓn  - El  plan  P-65  PLUS  no  puede  cancelarse 
y garantizamos  su  renovación  hasta  los  65  años.  Luego  de 
los  65  la  póliza  es  renovable  por  vida  si  usted  está  traba- 
jando y recibiendo  ingresos. 

•Protección  de  ingresos  futuros  - Puede  adquirir 
protección  adicional  para  ingresos  mensuales-  por  un 
término  o permanentemente-  al  presentar  evidencia 
económica  de  que  cualifica. 

•Definición  de  la  incapacidad  total  - Es  la  incapaci- 
dad de  llevar  a cabo  los  deberes  fundamentales  de  su 
ocupación*  regular. 

•Especialidades  profesionales  aseguradas  - La 

incapacidad  total  se  refiere  a su  ocupación  regular,  inclu- 
yendo muchas  especialidades  profesionales. 

•Incapacidad  residual  - Disponible  como  cláusula 
opcional.  Le  provee  beneficios  si  esta  parcialmente  inca- 
pacitado (aunque  esté  ejerciendo  su  propia  ocupación)  y 
si  pierde  25%  ó más  de  su  previo  ingreso  mensual. 

•“Cost  of  Living  Adjustment”  - Cláusula  opcional 
que  le  protege  contra  la  inflación  mientras  se  halla  inca- 
pacitado. 

•Máximo  periodo  de  beneficios  - Pagaderos  hasta 
los  65  años  de  edad.  Si  la  incapacidad  comienza  luego  de 
los  65,  el  periodo  máximo  de  beneficios  es  de  2 años.  (La 
opción  de  pago  de  beneficios  por  vida  está  disponible). 


•Incapacidad  total  presuntiva  • Se  considera  incapa- 
cidad total  la  pérdida  total  de  la  vista,  habla,  oído  o de 
dos  miembros,  aún  si  continúa  trabajando  en  su  ocupa- 
ción. Además,  se  le  releva  del  período  de  espera  y se  le 
pagan  beneficios  por  vida,  aún  si  su  período  de  beneficios 
cubre  sólo  hasta  los  65  años  de  edad. 

•Beneficio  por  rehabilitación  - Le  permite  participar 
en  un  programa  aprobado  de  rehabilitación  ocupacional 
y todavía  recibir  beneficios  por  6 meses,  aún  si  cesa  de 
estar  incapacitado. 

•Beneficio  por  donar  órgano/cirugía  cosmética  - 

Beneficios  pagaderos  si  se  incapacita  totalmente  como 
resultado  de  una  cirugía  cosmética  o la  donación  de  un 
órgano  para  transplante. 

•Los  beneficios  no  disminuirán  aunque  existan 
otras  cubiertas  • Son  pagaderos  aún  si  tiene  otras 
cubiertas,  como  compensación  por  accidentes  en  el  traba- 
jo, beneficios  por  incapacidad  del  Seguro  Social  o benefi- 
cios de  ingresos  por  incapacidad  de  grupo. 

•Pólizas  opcionales  disponibles  - Cláusulas  como; 
“Monthly  Income  Supplement”,  “Waiver  of  Waiting 
Period”,  “Social  Security  Replacement”. 

•Relevo  de  pago  de  las  primas  - Mientras  se  halle 
totalmente  incapacitado  antes  de  cumplir  los  65.  El  relevo 
es  efectivo  a los  90  dias  de  su  incapacidad  total.  Las  pri- 
mas que  usted  paga  en  esos  90  días  le  serán  reembolsadas. 


Podemos  ayudarle  aquí  y ahora. 
No  sólo  después. 


Comuniqúese  con: 

Ricardo  Cruz,  Jr. 

Miguel  A.  Rodríguez 

Agente  General 

Agente  General 

Banco  Central  y Economías 

Ponce  Shopping  Center 

Suite  1201  -Ave.  Ponce  de  León 

Ponce,  P.R.  00731 

Hato  Rey,  P.R.  00918 

848-7300 

754-7180 

Mayaguez;  833-3175 

Case  Presentation  ^ 

False  Unilateral  Hyperlucent  Lung: 

A Trapped  Lung  with  Persistent  Pneumothorax 

José  Ramirez-Rivera,  MD,  FACP,  FCCP* 
Iván  Suñer-Doran** 


Abstract;  Unilateral  hyperlucent  lung  is  thought  to 
have  distinctive  radiographic  findings.  We  report  a case  of 
recurrent  pneumothorax  and  trapped  lung  presenting  with 
these  findings.  The  pneumothorax  developed  from  a large 
segmental  bulla  in  the  left  upper  lobe.  An  empyema 
produced  fíbrovascular  strands  within  the  pleural  space 
which  mimicked  large  bullae.  Perfusion-ventilation  scans 
and  computerized  tomography  were  not  helpful  in  esta- 
blishing the  diagnosis.  The  trapped  lung  was  identified 
hy  angiography  and  lung  function  was  substantially 
restored  by  pleural  decortication.  A chronic  pneumothorax 
should  be  considered  when  a unilateral  pulmonary 
hyperlucency  is  found.  The  suspicion  should  increase  when 
there  is  repeated  lung  collapse,  an  exaggerated  loss  of  lung 
volumes,  or  when  pleural  effusion  occurs. 

Unilateral  hyperlucent  lung,  also  known  as  Swyer- 
James  or  Mcleod  syndrome,  has  distinctive  radio- 
graphic'”^  and  physiologic  features^’^  associated  with  a 
variety  of  pathological  observations  (Table  1).  Most 
cases  are  thought  to  arise  from  damage'to  bronchi  and 
bronchioles  in  childhood  leading  to  air  trapping,  distal 
emphysema,  bulla  formation  and  hypoplasia  of  lung 
tissue  and  pulmonary  arteries.’"’  Patients  may  experience 
recurrent  episodes  of  fever  and  bronchitis,  but  in  many 
cases  there  are  no  respiratory  symptoms.’  The  forced 
expiratory  volumes  and  the  maximal  voluntary  ventila- 
tion may  be  normal  or  moderately  reduced.’"^  Differential 
bronchospirometry  has  demonstrated  a marked  reduc- 
tion in  total  lung  and  vital  capacities,  minute  volume, 
oxygen  consumption,  and  diffusing  capacity  of  the 
affected  side.  Arterial  blood  gases  usually  show  a normal 
PO2  and  PCO2  at  rest  and  exercise.’ 

We  report  a case  of  persisting  pneumothorax  and 
trapped  lung  presenting  with  the  characteristic  radio- 
graphic  findings  of  a unilateral  hyperlucent  lung 
syndrome.  The  pneumothorax  developed  from  a large 
segmental  bulla  in  the  left  upper  lobe.  An  empyema 
created  fanciful  fíbrovascular  strands  within  the  pleural 
space,  suggesting  the  presence  of  large  bullae. 
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Table  I 


Roentgenographic  manifestations  indicative  of  Unilateral  Hyperlucent 
Lung  Syndrome 

1.  Increased  radiolucency  of  the  affected  lung. 

2.  Diminutive  pulmonary  markings  indicating  severe  attenuation  of 
vessels. 

3.  Normal  or  diminished  lung  volumes. 

4.  Mediastinal  shift  towards  unaffected  lung  during  expiration. 

5.  Small  hilar  shadows. 


Case  Report 

A 28  year-old  plumber  in  construction  work  sought 
medical  attention  at  a Regional  Hospital  on  August  6, 
1985  for  the  sudden  development  of  severe  and  persistent 
left  chest  pain. 

A day  before  admission  he  was  cutting  a three-inch 
drainage  polyvinyl  chloride  plastic  tube  with  an  acetylene 
torch.  The  inhaled  black  fumes  emerging  from  the 
burning  tube  produced  a short-lived  episode  of  cough, 
but  no  other  symptoms.  The  morning  of  admission,  while 
mixing  cement  with  a heavy  shovel  sharp  pain  developed 
suddenly  in  the  left  anterior  superior  chest.  It  hurt  to 
breathe,  but  there  was  no  associated  shortness  of  breath. 

In  the  emergency  room  a chest  film  revealed  a left 
pneumothorax.  The  patient  was  taken  immediately  to  the 
operating  room  and  a left  tube  thoracostomy  was 
performed.  With  the  tube  in  place,  the  left  lung  volume 
remained  markedly  reduced,  but  lung  markings  comple- 
tely filled  the  pleural  space.  Five  days  after  admission  the 
lung  collapsed  again.  A new  chest  tube  was  inserted  and 
placed  on  water  seal  suction  with  prompt  expansion  of 
the  lung. 

Twelve  days  after  the  admission,  a cellulitis  was  noted 
in  the  chest  wall  around  the  chest  tube  insertion  site. 
Fever  and  chills  developed,  but  responded  readily  to 
intravenous  cephalosporin.  Because  the  left  lung  had 
once  more  collapsed,  and  additional  chest  tube  was 
inserted  with  adequate  re-expansion  shown  radiogra- 
phically. Seventeen  days  after  admission,  the  pneumo- 
thorax recurred.  Both  tubes  were  removed  and  a new  one 
inserted.  Twenty  days  after  admission  a severe  cellulitis 
around  the  chest  tube  was  noted;  the  tube  stopped 
draining  serosanguineous  fluid  and  a hectic  fever 
developed.  An  air-fluid  level  in  the  left  chest  appeared  in 
the  chest  film.  A new  chest  tube  was  inserted  in  a different 
site.  Intravenous  nafcillin  and  gentamycin  were  initiated. 
Twenty-four  days  after  admission,  because  the  fever  did 
not  abate,  the  antibiotics  were  changed  to  intravenous 
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amikacin  500  mg  every  12  hours  and  cefamandole  1 gm 
every  6 hours.  An  additional  chest  tube  was  inserted 
seeking  effective  chest  drainage  of  the  persisting 
empyema.  Forty-one  days  after  admission  the  patient 
finally  became  afebrile  and  the  chest  tubes  were  removed. 
The  lung  was  deemed  to  have  fully  expanded  even  though 
some  pleural  reaction  remained.  Four  days  later  he  was 
transferred  to  the  Industrial  Hospital  for  further 
evaluation  and  treatment. 

On  repeated  questioning  at  the  Industrial  Hospital  he 
denied  shortness  of  breath  until  two  weeks  after 
admission  when  fever  first  developed.  The  patient  had 
never  smoked.  He  had  been  healthy  during  childhood 
and  early  adulthood.  He  specifically  denied  measles  and 
whooping  cough.  He  did  not  have  chronic  cough  or 
expectoration.  Physical  examination  showed  a thin, 
chronically  ill-appearing  patient  who  became  dyspneic 
after  cautiously  walking  ten  feet.  He  winced  when  asked 
to  take  a deep  breath.  The  left  hemithorax  seemed  less 
developed  than  the  right.  There  were  four  healed  and  one 
healing  chest  wall  wounds.  There  was  dullness  at  the  left 
lung  base,  and  hyperresonance  and  absent  breath  sounds 
throughout  the  left  upper  thorax.  A chest  film  showed 
multiple  hyperlucent  areas  filling  most  of  the  left 
hemithorax  and  an  acinar  infiltrate  in  the  right  lower  lobe 
(Fig.  1). 


Figure  I.  Chest  film  dated  .September  2Ü,  1985  showing  thin-walled 
hyperlucent  areas  in  the  left  thorax  and  pleural  reaction  in  the  periphery. 


Pulmonary  function  tests  demonstrated  markedly 
reduced  lung  volumes  without  impairment  of  expiratory 
flows.  There  was  mild  hypoxemia;  the  diffusing  capacity 
was  one  third  of  predicted  (Table  2).  Rigid  bronchoscopy 
showed  all  major  bronchi  to  be  patent.  Purulent 
secretions  oozed  from  the  left  upper  lobe  bronchus. 
Ventilation-perfusion  scans  showed  a matched  absence 
of  ventilation  and  perfusion  throughout  most  of  the  left 


Table  2 


Pulmonary  Fuction  Tests  Before  and  Nine  Months  After 

Pleural  Decortication 

Test  Unit 

Pred 

Oct/3/85 

Aug/18/86 

Total  lung 

5.42 

1.80 

3.87 

capacity  (liters) 

Vital  capacity 

4.00 

1.12 

2.71 

(liters) 

Residual  volume 

1.42 

0.67 

1.14 

(liters) 

Residual  volume/ 
total  lung  volume  (%) 

26 

37 

29 

Functional  residual 
capacity  (liters) 

2.98 

1.02 

1.96 

Forced  expiratory  volume 
in  1 second  (liters) 

3.64 

1.01 

2.09 

as  % of  total 

88 

95 

81 

Maximum  mid-expiratory 
flow  rate  (liters/sec) 

4.00 

1.72 

2.83 

Arterial  blood  studies 

at  rest 

Oxygen  tension  (mmFIg) 

85-95 

75.5 

84 

Oxygen  saturation  (%) 

97 

94.5 

96 

Carbon  dioxide  tension  (mmHg) 

38-42 

37 

39 

pH 

7.36-7.46 

7.46 

7.39 

Maximal  diffusing 
capacity  for  carbon 
monoxide  (ml/min/mmFIg) 

26.0 

9.0 

23.5 

lung  (Fig.  2).  A computed  tomogram  (CT)  was  inter- 
preted as  showing  multiple  large  bullae  in  the  left  lung 
with  a shift  of  the  mediastinum  to  the  right  (Fig.  3). 
Segmental  atelectasis  was  noted  in  the  right  lower  lobe. 
Careful  and  repeated  measurements  of  the  right  and  left 
main  pulmonary  arteries  were  1.6  and  1.9  cm  respectively 
(normal,  1.5  cm).  Because  the  surprisingly  large  left 
pulmonary  artery  was  not  compatible  with  the  diagnosis 
of  unilateral  hyperlucent  lung,  pulmonary  angiography 
was  performed.  A trapped  lung  was  demonstrated. 

On  October  3,  1985,  when  the  left  chest  was  opened,  a 
chronic  pneumothorax  was  found.  Multiple  fibrous 
bands  were  seen  to  bridge  the  trapped  atelectatic  lung  and 
the  chest  wall.  After  pleural  decortication  a large  bulla 
arising  from  the  superior  subsegment  of  the  left  upper 
lobe  was  identified  and  resected.  Full  expansion  of  the 
lung  without  an  air  leak  was  obtained.  Microscopy  of  the 
fibrous  bands  showed  prominent  blood  vessels.  In  some 
places  lung  tissue  within  the  fibrous  bands  could  be 
detected. 

The  patient  was  discharged  much  improved  89  days 
after  his  original  hospitalization.  In  the  following  months 
he  has  gained  12  pounds  but  claims  he  is  still  a little  short  of 
breath  on  moderate  exertion.  His  left  lung  is  fully 
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Figure  2.  Ventilation-perfusion  lung  scans  (A  and  B,  respectively)  dated 
September  24,  1985  showing  matched  defects  in  the  left  lung.  Only  a small 
amount  of  radionuclide  is  detected  at  the  base  and  lateral  aspects. 
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Figure  3.  CT  Scan  of  the  lung  dated  October  10, 198Ssuggesting  multiple 
large  emphysematous  bullae  throughout  the  left  lung  with  a shift  of  the 
mediastinum  to  the  right. 


expanded  (Fig.  4).  The  mediastinum,  previously  shifted 
to  the  right,  is  now  shifted  slightly  to  the  left.  There  is  no 
radiographic  evidence  of  the  previous  empyema.  Pulmo- 
nary function  studies  show  normal  flow  rates,  diffusion 
and  blood  gases.  A moderate  restrictive  defect  remains 
(Table  2). 


Figure  4.  Chest  film  dated  August  18,  1986  showing  a fully  expanded  left 
lung.  Volume  loss  is  evidenced  by  mediastinal  shift  to  the  left. 


Discussion 

The  consultant  (JRR)  saw  the  patient  45  days  after  the 
left  pneumothorax  occurred.  The  chest  wall  cellulitis  had 
resolved,  but  tenderness  around  the  tube  insertion  sites 
remained.  It  was  painful  to  deep  breathing.  The  chest 
film  fully  corroborated  a clinical  impression  that 
the  left  pleural  space  was  mostly  occupied  by  bullae 
previous  to  the  pneumothorax  (Fig.  1).  The  patient 
demonstrated  all  but  one  of  the  roentgenographic  mani- 
festations of  unilateral  hyperlucent  lung  syndrome:  he 
did  not  have  a small  hilar  shadow  (Table  1).  The  fuller  left 
hilum,  nevertheless,  was  easily  explained  by  the  persistent 
pleural  changes  that  followed  the  empyema.  On  earnest 
questioning  the  patient  repeatedly  denied  shortness  of 
breath  until  two  weeks  after  admission,  when  fever 
developed.  The  consultant  was  perplexed  by  the  dramatic 
decrease  in  exercise  tolerance  of  the  young  construction 
worker,  a non-smoker  who  previously  had  no  pulmonary 
symptoms. 

Pulmonary  function  studies  were  performed  two  weeks 
after  admission  to  the  Industrial  Hospital,  at  that  time 
most  of  the  infiltrate  in  the  right  lower  lobe  had  resolved. 
The  severe  reduction  in  vital,  total  lung  and  diffusing 
capacities,  and  the  hypoxemia  were  more  than  what  is 
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usually  observed  with  the  unilateral  hyperlucent  lung 
syndrome 

The  suspicion  arose  that  something  beyong  resolving 
atelectasis  in  the  right  lower  lobe  was  required  to  account 
for  the  striking  reduction  in  lung  volumes.  An  attempt 
was  made  to  measure  total  lung  volumes  plethysmogra- 
phically  to  define  the  total  thoracic  gas  volume  but  the 
patient  was  unable  to  cooperate  well  enough  to  carry  out 
the  study.  The  routine  ventilation-perfusion  lung  scan  did 
not  yield  additional  information.  A Xenon  ventilation 
scan  designed  specifically  to  identify  air  trapping  perhaps 
would  have  been  helpful  in  establishing  whether  the 
hyperlucency  resulted  from  a chronic  penumothorax  or 
from  air  trapping  as  seen  in  bullous  disease. 

A computerized  chest  tomography  (CT)  was  selected  as  a 
noninvasive,  primary  alternative  to  view  the  location, 
margins,  and  overall  configuration  of  the  lucent  lung 
lesions,  as  well  as  to  provide  precise  measurements  of  the 
pulmonary  arteries.  To  our  surprise,  the  left  pulmonary 
artery  was  not  small.  Repeated  measurements  showed 
both  arteries  to  be  above  the  top  normal  limit.  Angio- 
graphy demonstrated  the  presence  of  a trapped  lung, 
thereby  conclusively  proving  that  the  bullous-like 
hyperlucencies  seen  in  the  chest  film  and  CT  scans  were 
part  of  a chronic  pneumothorax. 

Computed  tomography  has  been  thought  to  provide 
reliable  information  about  the  volume  and  precise 
location  of  bullae;""'^  its  usefulness  in  excluding  the 
presence  of  pneumothorax  has  also  been  described. In 
this  case  CT  provided  reliable  measurements  of  the 
pulmonary  artery  diameters.  However,  the  fanciful  linear 
shadows  resulting  from  the  preceding  empyema  were 
interpreted  incorrectly,  as  they  effectively  mimicked  the 
appearance  of  bullae.  We  must  therefore  conclude  that  when 
effusion  or  empyema  has  been  a complication  of  bullous 
disease,  angiography  remains  the  definitive  study  for 
excluding  the  possibility  of  a trapped  lung. 

The  thoracotomy  and  the  histologic  sections  fully 
explain  the  clinical  presentation  and  the  laboratory 
observations.  A large  bulla  arising  from  a subsegment  of 
the  left  upper  lobe  was  identified.  This  bulla,  we 
postulate,  developed  early  in  childhood  and  accounts  for 
the  limited  development  of  the  left  hemithorax.  Shortness 
of  breath  did  not  result  after  the  pneumothorax  because 
the  bulla  was  large  enough  to  compress  an  important  part 
of  the  functioning  left  lung.  A persistent  air  leak  creating 
a tension  pneumothorax  probably  caused  the  mediastinal 
shift  to  the  right  observed  at  the  time  of  the  original 
consultation.  The  fibrous,  well-vascularized  strands,  that 
bridged  the  collapsed  lung  and  chest  wall  explained  the 
blood  flow  “peripherally”  apparent  in  the  CT  scan  after 
the  injection  of  contrast  medium. 

Ten  months  after  the  previous  study,  and  following 
resection  of  the  bulla  and  decortication,  the  vital  and 
total  lung  capacities  were  2.7 1 and  3.87  liters  respectively. 
There  was  no  hypoxemia  and  the  diffusing  capacity  was 
within  normal  limits.  The  persisting  small  lung  volumes 
probably  results  from  the  limited  development  of  the  left 
hemithorax. 

Bullous  disease  superimposed  on  a chronic  pneumo- 
thorax should  be  suspected  in  a unilateral  hyperlucent 
lung  when  there  is  repeated  lung  collapse  and  exag- 


gerated loss  of  lung  volumes,  when  there  is  hypoxemia  in 
the  absence  of  obstructive  airway  disease,  and  when 
pleural  effusion  occurs. ‘‘‘ 


Resumen:  Se  considera  que  el  pulmón  hiperlucente 

unilateral  tiene  signos  radiográficos  distintivos.  Infor- 
mamos un  caso  de  neumotórax  recurrente  asociado  con  un 
pulmón  encarcelado  que  presentó  estos  mismos  signos.  El 
neumotórax  se  desarrolló  de  una  ampolla  segmentaria 
grande  en  el  lóbulo  superior  izquierdo.  Un  empiema  creó 
extensas  adherencias  dentro  del  espacio  pleural  situadas  de 
tal  forma  que  imitaban  ampollas  grandes.  Scintigramas  de 
perfusión  y ventilación  y una  tomografia  computada  no 
ayudaron  a establecer  el  diagnóstico.  El  pulmón  encarce- 
lado se  identificó  por  angiografía  y la  función  pulmonar 
mejoró  grandemente  después  de  una  decorticación  pleural. 
Un  neumotórax  crónico  debe  ser  sospechado  al  encontrarse 
un  pulmón  hiperlucente.  La  sospecha  debe  aumentar 
cuando  ocurren  colapsos  repetidos  del  pulmón,  una  pérdida 
exagerada  de  volumen  o una  efusión  pleural. 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PO/?.  The  following  is  a brief  summary. 


It 


t/VARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inoividual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly 
impaired,  if  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities,  it  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  In  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  iaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  In  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 


Precautions:  The  bioavailabllity  of  the  hydrochlorothiazide  component  of 
Oyazlde'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entitles  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aolastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acio  antagonist.  Do  periodic 
' blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
I may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
'i  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
.1  tion  with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
1 should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
■ 'Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
I or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
; be  altered),  hyperuricemia  ana  gout,  digitalis  intoxication  (in  hypokalemia), 

[ decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 

I interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
; uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
' should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
I intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
, cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
, live  measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazioes. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide' 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  while  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  lOo  (Intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


El  Control  de  los  Agentes  Tóxicos 
Ambientales  en  Puerto  Rico:  Progreso  hacia 
los  Objetivos  Nacionales  de  Salud 
Para  1990  (XV). 

José  G.  Rigau-Pérez,  MD,  FAAP 


Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objectives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years . 
Of  the  twenty  national  health  goals  for  1990  alluding  to  the 
control  of  environmental  toxic  agents,  none  has  been 
achieved  in  Puerto  Rico.  Eleven  objectives  are  under  study 
or  being  pursued:  all  communities  should  experience  no 
more  than  one  day  per  year  when  air  quality  exceeds 
standards;  at  least  95%  of  the  population  should  be  served  by 
community  water  systems  that  meet  Federal  and  State 
standards;  there  should  be  no  preventable  contamination  of 
ground  water,  surface  water  or  the  soil  from  industrial 
toxins  associated  with  wastewater  management  systems 
established  after  1980;  there  should  be  no  pesticides, 
herbicides,  fungicides,  or  rodenticides  available  for  sale 
which  are  known  to  be  harmful  to  man,  unless  determined  to 
he  vital  to  the  national  interest  under  certain  conditions; 
inhalation  of  fumes  from  toxic  materials  during  transport 
should  be  eliminated;  the  Toxic  Substances  Control  Act  and 
the  Resource  Conservation  and  Recovery  Act  (RECRA) 
should  be  fully  implemented;  individuals  purchasing  or 
using  a potentially  toxic  product  should  be  protected  by 
clear  labeling  as  to  content,  proper  use  and  disposal,  and  as 
to  factors  that  may  make  that  individual  especially 
susceptible;  every  individual  residing  in  an  area  of 
population  density  greater  than  20  per  square  mile,  or  an 
area  of  particularly  high  risk,  should  be  protected  by  an 
early  warning  system  designed  to  detect  the  most  serious 
environmental  hazards;  every  populated  area  should  be  able 
to  be  reached  within  6 hours  by  an  emergency  response 
team  in  the  event  of  exposure  to  an  environmental  hazard;  a 
broad  scale  surveillance  and  monitoring  system  should  have 


" Epidemiologist, Division  of  Field  Services,  Centers  for  Disease 
Control”:  Director,  División  de  Epidemiología,  Departamento  de  Salud  de 
Puerto  Rico,  Apartado  71423,  Correo  Genera!  de  San  ,/uan.  Puerto 
Rico  00936 


been  planned  to  discern  and  measure  environmental 
hazards  of  a continuing  nature  as  well  as  those  resulting 
from  isolated  incidents;  a central  clearinghouse  for 
observations  of  agent/disease  relationships  and  host 
susceptibility  factors  should  be  fully  operational,  as  well  as 
a national  environmental  data  registry  to  collect  and 
catalogue  information  on  concentrations  of  hazardous 
agents  in  air,  food  and  water.  There  is  no  information  to 
evaluate  the  situation  in  Puerto  Rico  regarding  the 
ramaining  nine  objectives:  80%  of  communities  should 
experience  a prevalence  rate  of  lead  toxicity  of  less  than 
500/100,000  among  children  ages  0 to  5;  no  individual 
should  suffer  birth  defects  or  miscarriage  as  a result  of 
exposure  to  a toxic  chemical  disposed  after  implementation 
of  the  RECRA;  the  number  of  medically  unnecessary 
diagnostic  X-ray  examinations  should  be  reduced  by  some 
50  million  examinations  annually;  at  least  75%  of  all  city 
council  members  in  urban  communities  should  be  able  to 
report  whether  or  not  the  quality  of  their  air  and  water  has 
improved  or  worsened  over  the  decade  and  to  identify  the 
principal  substances  of  concern;  at  least  half  of  all  adults 
should  be  able  to  report  an  accessible  source  of  information 
on  toxic  substances  to  which  they  may  be  exposed;  at  least 
half  of  all  people  ages  15  years  and  older  should  be  able  to 
identify  the  major  categories  of  environmental  threats  to 
health,  and  note  some  of  the  health  consequences  of  those 
threats;  at  least  70%  of  all  primary  care  physicians  should 
be  able  to  identify  the  principal  health  consequences  of 
exposure  to  each  of  the  major  categories  of  environmental 
threats  to  health;  at  least  90%  of  all  children  identified  with 
lead  toxicity  in  the  0 to  5 age  group  should  have  been 
brought  under  medical  and  environmental  management; 
and  every  individual  should  have  access  to  an  acute  care 
facility  with  the  capability  to  provide,  or  make  appropriate 
referrals  for  screening,  diagnosis  and  treatment  of 
suspected  exposure  to  toxic  agents.  The  achievement  of 
these  objectives  in  Puerto  Rico,  as  in  other  states,  requires 
the  cooperation  of  many  governmental,  academic  and 
voluntary  institutions. 
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En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años.'  Este  artículo  presenta 
la  situación  actual  en  Puerto  Rico  de  las  condiciones  y 
programas  relacionados  con  el  control  de  los  agentes 
tóxicos  ambientales.  Las  metas  de  salud  para  1990  identi- 
ficaron los  siguientes  quince  asuntos  prioritarios:  control 
de  la  hipertensión,  planificación  familiar,  salud  durante 
el  embarazo  y el  primer  año  de  vida,  inmunizaciones, 
enfermedades  de  trasmisión  sexual,  control  de  agentes 
tóxicos,  seguridad  y salud  ocupacional,  prevención  de 
accidentes  y control  de  lesiones,  fluoruración  y salud 
dental,  vigilancia  y control  de  enfermedades  infecciosas, 
el  tabaquismo  y la  salud,  abuso  de  alcohol  y drogas, 
nutrición,  aptitud  física  y ejercicio  y control  del  estrés  y el 
comportamiento  violento.  Dentro  de  cada  área  se 
especificaron  los  objetivos  a alcanzar  para  1990.  Estos 
objetivos  (226  en  total),  planteados  de  manera  mensura- 
ble, se  desarrollaron  en  consulta  con  más  de  quinientos 
expertos  de  los  sectores  público  y privado,  que 
representaban  agencias  de  salud  federales,  estatales  y 
locales,  grupos  de  consumidores,  organizaciones  de 
voluntarios  y profesionales  de  salud.  Las  metas  se 
establecieron  tomando  en  cuenta  las  tendencias  actuales 
de  factores  pertinentes,  tales  como  cambios  demográ- 
ficos, estilos  de  vida  y la  disponibilidad  de  fondos  y 
detallando  lo  que  se  asumió  ocurriría  con  estos  factores 
en  la  década  de  1981  a 1990.  Las  metas  no  se  han 
establecido  como  una  responsabilidad  federal;  han  de 
alcanzarse  por  los  esfuerzos  de  toda  la  gama  de  agencias  e 
instituciones  públicas  y privadas,  de  personas  y 
comunidades.  El  gobierno  federal  se  ve  llamado  a dirigir, 
catalizar  y respaldar  un  esfuerzo  colectivo  con  móviles 
locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos.^"* 

Este  artículo  presenta  la  situación  actual  en  Puerto 
Rico  respecto  a los  objetivos  nacionales  relacionados  con 
el  control  de  los  agentes  tóxicos  ambientales,  con  la  idea 
de  presentar,  tanto  como  de  solicitar,  estudios  que 
examinen  el  tema  en  la  isla. 

Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés,  excepto  por  el  objetivo  C,  cuyo  texto 
fue  corregido  posteriormente.''  Los  estimados  de 
incidencia  mencionados  como  parte  de  la  cita  se  refieren 
siempre  a los  Estados  Unidos.  Cada  meta  se  rotuló 
“A  A”,  “P”  o “I”  de  acuerdo  con  los  siguientes  criterios: 
AA  (aparentemente  alcanzada),  si  la  evidencia  disponi- 
ble indica  que  el  estado  de  la  enfermedad  o de  la  técnica 
de  salud  pública  al  momento  actual  en  Puerto  Rico 
concuerda  con  lo  deseado  para  1990;  P (perseguida),  si 
hay  al  momento  un  esfuerzo  de  recogida  de  datos  res- 
pecto al  problema  o un  programa  establecido  para  el 
control  de  la  enfermedad  o prestación  del  servicio; 

I (indocumentada),  si  la  información  específica  que 
estipula  el  objetivo  no  se  conoce  para  Puerto  Rico. 

Los  agentes  tóxicos  a que  se  refiere  este  artículo 
incluyen  compuestos  químicos  naturales  o sintéticos. 


polvos,  minerales,  radiación  y materiales  o agentes  que 
producen  enfermedades  agudas  o crónicas.  Estos  agentes 
pueden  ser  carcinogénicos,  mutagénicos  o teratogénicos 
y pueden  afectar  adversamente  el  sistema  reproductivo, 
el  sistema  nervioso  u órganos  específicos  como  el  hígado 
o el  riñón. 

Varias  instituciones  gubernamentales  tienen  ingeren- 
cia en  la  detección  y control  de  agentes  tóxicos  en  el 
ambiente  de  Puerto  Rico.  De  las  agencias  estatales,  la 
Junta  de  Calidad  Ambiental  (JCA)  es  la  de  más  amplia 
jurisdicción,  porque  es  la  agencia  reguladora  que  esta- 
blece la  política  pública  sobre  todos  los  aspectos  del 
ambiente.  El  Departamento  de  Recursos  Naturales  tiene 
responsabilidad  por  la  planificación  y administración  de 
los  recursos  de  agua  de  la  isla,  pero  el  Departamento  de 
Agricultura  establece  las  necesidades  de  agua  para 
regadío,  la  Autoridad  de  Energía  Eléctrica  posee  y opera 
los  embalses  para  irrigación  de  cultivos  y energía  hidro- 
eléctrica y la  Autoridad  de  Acueductos  y Alcantarillados 
(AAA)  es  responsable  de  desarrollar,  construir,  operar  y 
mantener  los  acueductos  y alcantarillados  y,  por  lo  tanto, 
de  la  recolección,  tratamiento  y distribución  de  agua 
potable  y aguas  servidas  (aguas  negras)  de  la  isla.  El 
Programa  de  Agua  Potable  de  la  Secretaría  Auxiliar  de 
Salud  Ambiental  del  Departamento  de  Salud  (citado  en 
adelante  como  Programa  de  Agua  Potable)  vigila  los 
acuíferos  y sistemas  de  suministro  de  agua  para  asegurar 
la  calidad  de  ésta  y prevenir  la  trasmisión  de  enferme- 
dades hídricas  y es  la  agencia  responsable  de  aplicar  las 
disposiciones  del  “Safe  Drinking  Water  Act”  (ley  federal 
PE  93-523  de  1974,  más  recientemente  enmendada  por 
PE  99-339,  de  1986).  Cuatro  agencias  del  gobierno 
federal  de  Estados  Unidos  también  tienen  ingerencia  en 
asuntos  ambientales  locales.  El  Cuerpo  de  Ingenieros  y el 
Servicio  de  Conservación  de  Suelos  llevan  a cabo 
estudios  a petición  de  otras  agencias.  El  “U.S.  Geological 
Survey”  (USGS),  del  Departamento  de  lo  Interior,  lleva  a 
cabo  estudios  sobre  la  condición  del  agua  de  ríos, 
manantiales,  embalses  y playas.  Por  último,  “Environ- 
mental Protection  Agency”  (EPA)  es  la  agencia  que 
regula  y aplica  las  leyes  federales  para  proteger  el 
ambiente  en  todo  Estados  Unidos.^ 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  públicas  y artículos  de 
periódico,  pero  no  se  han  considerado  en  detalle  los 
estudios  inéditos  llevados  a cabo  por  estudiantes  para 
llenar  requisitos  de  cursos  o de  graduación,  pues  usual- 
mente son  investigaciones  de  muestras  muy  pequeñas, 
que  producen  conclusiones  de  aplicabilidad  general 
cuestionable. 

Objetivos  para  1990 
Mejoramiento  del  estado  de  salud 

“Se  espera  que,  a largo  plazo,  un  mejor  control  de  los 
agentes  tóxicos  rinda  una  reducción  (o  disminución  en  el 
aumento)  de  las  tasas  de  incidencia  de  cáncer,  defectos 
congénitos,  enfermedades  respiratorias,  renales  o del 
sistema  nervioso  y otras  condiciones  agudas  y crónicas. 
A causa  de  las  incertidumbres  existentes  en  la  cuantifi- 
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cación  de  la  relación  exposición-a-enfermedad  (a  corto  y 
largo  plazo),  los  objetivos  mensurables  sobre  el  estado  de 
salud  se  limitan  a los  dos  mencionados  a continuación.” 

a.  “Para  1990,  el  80%  de  las  comunidades  deberá  tener 
una  prevalencia  de  intoxicación  por  plomo  menor  de 
500/100,000  en  los  niños  de  edades  de  0 a 5 años,  especial- 
mente en  los  de  0 a 1 año.  (En  1980,  la  prevalencia  esti- 
mada excedía  1,000/100,000).” — I 

“Nota:  La  intoxicación  por  plomo  se  define  por  un 
nivel  de  protoporfirina  de  eritrocitos  (PPE)  sobre 
50 yiig/dl  de  sangre  completa,  y un  nivel  de  plomo  en 
sangre  sobre  30^g/dl.” 

No  hay  datos  de  referencia  en  Puerto  Rico  sobre  lo  que 
pide  este  objetivo.  Una  encuesta  llevada  a cabo  en  vecin- 
darios escogidos  de  San  Juan  y Ponce  en  diciembre  de 
1975  encontró  que,  de  334  niños  de  1 a 5 años  cuya  sangre 
fue  examinada  para  plomo  y PPE,  el  77%  (256)  tenía 
niveles  menores  de  30  y 60,  respectivamente  (niveles 
normales  según  entonces  definidos).  En  el  3%  ( 1 1,  de  los 
cuales  3 eran  hermanos)  las  pruebas  confirmaron 
absorción  excesiva  de  plomo.  Los  investigadores  conclu- 
yeron que  el  estudio  no  indicaba  la  existencia  de  un 
problema  de  gran  magnitud,  pero  sí  señalaba  áreas  en  las 
que  sería  productivo  continuar  el  cernimiento.^  Para  esa 
época,  las  clínicas  de  cernimiento  para  control  de  la  into- 
xicación infantil  por  plomo  en  Estados  Unidos  confirma- 
ron absorción  excesiva  en  el  9%  de  los  examinados.^  Allí 
la  causa  principal  de  plumbismo  en  niños  era  la  ingestión 
de  escamas  de  pintura  con  base  de  plomo.  Este  tipo  de 
pintura  dejó  de  usarse  en  paredes  interiores  durante  la 
década  de  1950.  Las  casas  con  esta  pintura  en  la  isla 
probablemente  son  muy  escasas,  pero  no  por  eso  dejan  de 
ocurrir  aquí  casos  de  plumbismo  infantil.  Hacia  1966  se 
registró  un  brote  de  cuatro  casos  de  niños  con  encefa- 
lopatía (uno  murió)  por  exposición  a baterías  de  plomo 
en  un  garage.*  También  ocasionalmente  se  detectan  en  la 
isla  casos  expuestos  a plomo  en  Estados  Unidos  o 
localmente. 

b.  “Para  1990,  virtualmente  ningún  individuo  deberá 
sufrir  defectos  congénitos  o aborto  espontáneo  como 
resultado  de  la  exposición  a agentes  tóxicos  eliminados 
después  de  la  implantación  de  la  ley  federal  titulada 
‘Resource  Conservation  and  Recovery  Act’.  (No  hay 
datos  de  referencia  disponibles.)” — I 

No  hay  en  Puerto  Rico  un  registro  de  malformaciones 
congénitas  o estudio  sobre  productos  del  embarazo  que 
provea  información  respecto  a este  objetivo.'^  La  ley 
federal  mencionada  en  este  objetivo,  y mejor  conocida 
por  las  siglas  RECRA,  entró  en  vigor  en  octubre  de  1976, 
con  el  propósito  de  regular  el  manejo  de  desperdicios 
tóxicos  peligrosos  desde  su  origen  hasta  su  disposición 
final,  incluyendo  el  documentar  la  localización  exacta  del 
compuesto  eliminado.  La  implantación  de  esta  ley  en 
Puerto  Rico  todavía  no  es  completa,  pues  las  reglamenta- 
ciones que  detallan  los  requisitos  de  la  ley  están  siendo 
muy  lentamente  promulgadas  a nivel  federal,  y luego 
tienen  que  ser  incorporadas  a la  ordenación  legal  de 
Puerto  Rico.  Por  ejemplo,  la  JCA  ha  promulgado  reglas 
para  el  control  de  desperdicios  peligrosos,  pero  EPA 
necesita  certificar  que  son  por  lo  menos  tan  estrictas 
como  las  reglas  federales  antes  de  que  las  aormas  insula- 
res tengan  precedencia  sobre  los  reglamentos  federales. 


Reducción  de  factores  de  riesgo 

c. “Para  1990,  virtualmente  todas  las  comunidades 
deberán  experimentar  no  más  de  un  día  al  año  en  que  la 
calidad  del  aire  exceda  la  norma  de  calidad  ambiental 
individual  para  bióxido  de  azufre  (SOj),  monóxido  de 
carbono  (CO),  plomo  (Pb),  hidrocarburos,  y material 
particulado.  (En  1979,  el  nivel  se  estimó  en  cerca  del  50% 
de  las  comunidades.)” — P 

La  JCA  tiene  2 1 estaciones  de  maestreo  de  aire  distri- 
buidas por  la  isla.  Estas  estaciones  toman  muestras  de 
aire  para  una  o más  de  las  siguientes  sustancias:  ozono 
(O3),  SO2,  CO,  Pb,  sulfatos  (S04-^)  y material  parti- 
culado. La  Junta,  al  evaluar  las  solicitudes  de  construc- 
ción de  fuentes  de  emisión  de  gases,  recoge  también 
información  sobre  la  concentración  de  hidrocarburos 
(HC)  y óxidos  de  nitrógeno  (NOx)  en  el  aire,  además  de 
las  sustancias  ya  mencionadas.  En  el  maestreo  para  1983, 
la  única  área  donde  la  concentración  de  contaminantes 
(específicamente  material  particulado)  excedió  la  norma 
fue  Cataño-Guaynabo.  Las  demás  áreas  no  tuvieron 
violaciones  en  las  diferentes  categorías  de  conta- 
minantes.Durante  el  1985  el  municipio  de  Cataño  fue 
reclasificado  como  área  que  no  excedía  los  estándares  de 
bióxido  de  azufre." 

d. “Para  1990,  al  menos  95%  de  la  población  debe  estar 
servida  por  sistemas  comunitarios  de  agua  que  cumplan 
las  normas  federales  y estatales  para  agua  potable  segura. 
(En  1979,  del  85  al  90%  de  la  población  recibía  agua  que 
cumplía  los  ‘National  interim  primary  drinking  water 
standards’.)” — P 

El  92%  de  la  población  de  Puerto  Rico  recibe  agua  de 
sistemas  comunitarios  a los  que  se  aplican  las  normas 
federales  y estatales  de  calidad  de  agua  potable."  Para 
aumentar  este  por  ciento,  el  Programa  de  Agua  Potable 
ha  preparado  un  inventario  de  los  pozos  privados  en  uso 
y está  recogiendo  muestras  del  agua  que  producen.  En  la 
mayoría  de  estos  sistemas  pequeños  se  encontró  que  la 
concentración  de  bacterias  coliformes  fecales  excedía  las 
normas  yen  150  de  ellos  se  ordenó  a los  usuarios  hervir  el 
agua  antes  de  ingerirla." 

Este  objetivo  pide  que  los  sistemas  de  agua  potable 
cumplan  las  normas  de  calidad  de  agua.  La  más  reciente 
evaluación  resumida  (preparada  por  EPA  en  diciembre 
de  1986)  de  los  241  sistemas  de  agua  potable  adminis- 
trados por  la  AAA  indica  que  en  el  año  anterior  ninguno 
de  los  sistemas  violaba  las  normas  de  contaminación  por 
agentes  inorgánicos  o radiactivos,  5 sistemas  eran 
infractores  persistentes  de  las  normas  de  calidad  micro- 
biológica  (42  eran  infractores  intermitentes)  y 3 sistemas 
eran  infractores  persistentes  (61  lo  eran  intermitente- 
mente)de  los  límites  de  turbiedad.  Las  primerasdetermi- 
naciones  de  niveles  de  trihalometanos  (THM)  en  el  agua 
de  la  isla,  efectuadas  en  1986,  señalaron  niveles  elevados 
en  4 plantas  de  filtración  que  suplen  agua  a cerca  de  un 
millón  de  personas  en  el  Area  Metropolitana.  En  una 
serie  de  muéstreos  del  agua  potablede  la  isla  en  los  5años 
anteriores,  se  encontraron  niveles  elevados  de  otros 
compuestos  orgánicos  volátiles  en  sólo  9 sistemas  y en 
todos  los  casos  los  pozos  implicados  se  separaron  del 
resto  de  su  sistema."  Los  cinco  infractores  persistentes  de 
las  normas  de  calidad  microbiológica  (sistema  de  Bauta 
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en  Orocovis,  Ensenada  en  Guánica,  Saltillo  en  Adjuntas, 
Quebrada  Arenas  en  San  Lorenzo  y Guayabota  en 
Yabucoa)  y los  sistemas  con  concentraciones  elevadas  de 
THM  están  al  presente  cumpliendo  con  los  estándares 
exigidos.'^ 

e.  “Para  1990,  no  debe  haber  virtualmente  ninguna 
contaminación  (que  pueda  ser  prevenible)  de  las  aguas 
superficiales  o subterráneas,  o del  terreno,  a causa  de 
tóxicos  industriales  asociados  a sistemas  de  tratamiento 
de  aguas  de  desperdicio  establecidos  después  de  1980. 
(No  hay  datos  de  referencia  disponibles,  pero  EPA 
comenzó  en  1980  una  serie  de  programas  para  prevenir  la 
contaminación  de  aguas  subterráneas  que  deberán  estar 
dando  resultados  para  1990.)” — P 

Los  procesos  industriales  y agrícolas  son  las  fuentes 
principales  de  contaminación  del  terreno  y de  los  cuerpos 
de  agua  subterráneos  o superficiales  (y  de  las  aguas 
costaneras,  que  el  objetivo  no  menciona  pero  que  son  de 
gran  importancia  para  esta  isla).  La  contaminación 
puede  ser  causada  por  los  reactivos  o productos  de  la 
manufactura,  los  productos  secundarios  o desechos  o los 
métodos  de  producción.  Hay  cuatro  clases  de  contami- 
nantes: biológicos  (microorganismos),  físicos  (por  ejem- 
plo, elevación  de  la  temperatura  del  agua),  químicos 
inorgánicos  (tales  como  arsénico,  mercurio  y cadmio)  y 
químicos  orgánicos  (por  ejemplo,  fertilizantes,  o solventes 
como  tetracloruro  de  carbono,  tricloroetano  o tricloro- 
etileno).  Estos  agentes  llegan  al  ambiente  mediante 
descargas  directas  a quebradas  y ríos,  descargas  o filtra- 
ciones de  pozos  sépticos  o plantas  de  tratamiento  de 
aguas  negras  y desechos  industriales  o por  accidentes 
como  roturas  de  tanques  de  almacenaje  de  compuestos 
químicos.  EPA  ha  establecido  las  siguientes  estrategias 
para  la  protección  de  aguas  subterráneas  (“ground  water 
protection  strategies”):  proveer  fondos  a los  estados  para 
desarrollar  programas  para  la  protección  de  aguas  subte- 
rráneas; regular  las  fuentes  de  contaminación,  tales  como 
tanques  industriales  de  almacenaje  subterráneo;  mejorar 
la  disposición  de  agentes  tóxicos  utilizados  en  la  agricul- 
tura.'* Desgraciadamente,  la  implantación  de  estas 
estrategias  en  Puerto  Rico  no  tiene  ya  carácter 
preventivo,  sino  remediativo.  Hay  en  Puerto  Rico  ocho 
lugares  incluidos  en  la  lista  federal  de  áreas  prioritarias 
para  limpieza,  por  la  severidad  de  su  contaminación.'^  El 
hallazgo  de  contaminantes  en  pozos  de  agua  potable  de  la 
isla  no  es  raro,  particularmente  en  la  zona  norte,  donde  el 
USGS  encontró  en  1982que,de  19  pozos  examinados,  18 
estaban  contaminados  con  productos  químicos  tóxicos 
potencialmente  carcinogénicos.  Entre  los  compuestos 
encontrados  había  tricloroetileno,  tetracloroetileno, 
tetracloruro  de  carbono,  cloruro  de  metilo,  benceno  y 
fenoles.'*  Como  anteriormente  se  indicó  (objetivo  B) 
todos  estos  pozos  se  separaron  de  los  9 sistemas  de  agua 
potable  a que  pertenecían. 

f.  “Para  1990,  no  habrá  plaguicidas,  herbicidas, 
fungicidas,  o rodenticidas  disponibles  para  la  venta  que 
sean  reconocidos  como  carcinogénicos,  teratogénicos  o 
mutagénicos  en  el  ser  humano,  a menos  que  se  determine 
que  sean  vitales  para  los  intereses  nacionales  bajo  ciertas 
condiciones.  (No  hay  datos  de  referencia  disponibles.)” — P 

El  registro  y uso  de  plaguicidas  en  la  isla  está  contro- 
lado por  dos  agencias,  el  Departamento  estatal  de 


Agricultura,  según  la  ley  de  venenos  comerciales  (#49  del 
10  de  junio  de  1953,  enmendada  por  # 100  del  26  de  junio 
de  1965),  y la  EPA  (según  la  ley  federal  de  insecticidas, 
fungicidas  y rodenticidas,  número  92-516  de  1972, 
enmendada  más  recientemente  por  la  ley  federal  95-396, 
del  30  de  septiembre  de  1978).  No  hay  datos  de  referencia 
disponibles  para  Puerto  Rico  respecto  a la  frecuencia  de 
venta  de  plaguicidas  tóxicos. 

g.  “Para  1990,  debe  eliminarse  la  inhalación  de 
vapores  de  materiales  tóxicos  durante  el  transporte  de  los 
mismos.  (No  hay  datos  de  referencia  disponibles.)” — P 

Como  se  ha  mencionado,  el  transporte  de  materiales 
tóxicos  está  reglamentado  por  RECRA,  una  de  las  leyes 
federales  de  manejo  de  tóxicos.  No  hay  datos  respecto  a 
este  objetivo  en  Puerto  Rico,  pero  la  Comisión  de 
Servicio  Público  (según  ley  #27  del  24  de  mayo  de  1986) 
vigila  la  transportación  adecuada,  según  normas  fede- 
rales e internacionales,  de  los  vehículos  que  transporten 
sustancias  tóxicas  peligrosas.  La  Comisión  incorpora  a 
sus  reglas  las  secciones  pertinentes  de  los  reglamentos 
implantados  por  el  “Department  of  Transportation” 
federal.'’ 

h.  “Para  1990,  el  número  de  exámenes  diagnósticos 
por  rayos  X médicamente  innecesarios  deberá  disminuir 
por  cerca  de  50  millones  de  exámenes  anuales.  (En  1979, 
el  número  de  exámenes  diagnósticos  por  rayos  X reali- 
zados en  Estados  Unidos  fue  278  millones,  de  los  cuales  se 
estimó  que  83  millones  fueron  médicamente  innece- 
sarios.)”— I 

No  hay  datos  de  referencia  disponibles  para  Puerto 
Rico.  El  único  análisis  local  que  tenemos  del  uso 
innecesario  de  algunos  exámenes  radiológicos  proviene 
de  un  estudio  retrospectivo  de  la  utilidad  de  las  pruebas 
preoperatorias  rutinarias  en  los  pacientes  pediátricos  (de 
un  mes  a catorce  años  de  edad)  admitidos  a un  hospital 
privado  de  Bayamón  para  cirugía  electiva  en  1979.  De 
690  pacientes  en  el  estudio,  el  98.8%  (682)  se  sometieron  a 
radiografía  de  tórax,  a un  costo  total  de  $20,460,  más  la 
exposición  a radiación.  Sólo  el  2.9%  (20)  de  los 
examinados  tuvo  alguna  anormalidad  detectada  en  la 
radiografía  y en  el  90%  (18  de  ellos)  se  procedió  con  la 
cirugía  sin  cambio  en  su  tratamiento  ni  complicaciones. 
Es  decir,  se  detectaron  sólo  dos  casos  (el  0.3%  de  los 
examinados)  en  los  cuales  el  resultado  de  la  radiografía 
(bronconeumonía  en  ambos)  dictó  un  cambio  en  el 
manejo  del  paciente.^"  El  rendimiento  de  estas  pruebas  de 
cernimiento  en  pacientes  adultos  en  un  hospital  público 
sería  probablemente  muy  diferente.  Sin  embargo,  el 
estudio  citado  da  una  idea  de  la  magnitud  de  los  gastos  y 
la  exposición  innecesaria  a radiación  que  resultan  del  uso 
continuado  de  exámenes  en  una  población  con  baja 
probabilidad  de  sufrir  una  enfermedad  oculta.  La 
preocupación  sobre  el  uso  innecesario  de  pruebas 
radiológicas  está  muy  extendida.  La  Organización 
Mundial  de  la  Salud  ha  publicado  el  informe  de  un  grupo 
de  expertos  sobre  las  indicaciones  y limitaciones  de  las 
principales  exploraciones  de  radiodiagnóstico  y la 
literatura  médica  frecuentemente  presenta  evaluaciones 
de  la  utilidad  de  exámenes  radiológicos  particulares.^'’ 
Además,  la  “Food  and  Drug  Administration”  y el 
“American  College  of  Radiology”  están  desarrollando 
guías  para  orientar  a los  médicos  sobre  la  utilidad  de 
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varios  exámenes  radiográficos  rutinarios  (pelvimetria, 
radiografía  de  tórax,  radiografías  dentales  y radiografías 
del  cráneo  después  de  trauma)/ 

Mayor  concíentización  pública  y profesional 

i.  “Para  1990,  al  menos  el  75%  de  todos  los  miembros 
de  asambleas  municipales  en  comunidades  urbanas  debe 
ser  capaz  de  informar  con  precisión  si  la  calidad  del  aire  y 
agua  de  su  jurisdicción  ha  mejorado  o empeorado  a lo 
largo  de  la  década  e identificar  las  principales  sustancias 
de  interés.  (No  hay  datos  de  referencia  disponibles.)” — I 

No  hay  datos  de  referencia  sobre  la  proporción  de 
asambleístas  municipales  que  tienen  los  conocimientos 
que  pide  este  objetivo. 

j.  “Para  1990,  al  menos  la  mitad  de  los  adultos  debe  ser 
capaz  de  informar  con  precisión  una  fuente  accesible  de 
información  sobre  sustancias  tóxicas  a las  cuales  pueden 
estar  expuestos  — incluyendo  información  sobre  las  inte- 
racciones con  otros  factores  como  fumar  y medicamentos. 
(No  hay  datos  de  referencia  disponibles.)” — I 

La  obtención  de  este  objetivo  en  Puerto  Rico  exige  la 
familiarización  de  la  población  con  textos  de  referencia 
sobre  sustancias  tóxicas,  o,  lo  que  sería  más  práctico,  la 
creación  de  un  centro  de  información  sobre  agentes 
tóxicos  y la  popularización  del  conocimiento  de  que  ese 
Centro  existe.  El  Centro  de  control  de  envenenamientos 
(teléfonos  754-8535,  -8536,  -8537,  -8538),  que  funciona 
bajo  la  tutela  de  la  Secretaría  Auxiliar  de  Emergencias 
Médicas  del  Departamento  de  Salud,  provee  información 
a médicos,  enfermeras  y al  público  en  general  sobre  los 
síntomas  y el  manejo  de  los  envenenamientos.  Este 
servicio  está  disponible  a toda  la  isla,  pues  el  Centro 
acepta  llamadas  de  larga  distancia  con  cargos  revertidos. 
El  Centro  de  información  sobre  medicamentos  (763- 
0196),  adscrito  a la  Facultad  de  Farmacia  del  Recinto  de 
Ciencias  Médicas,  provee  información  a los  profesionales 
de  la  salud  sobre  las  indicaciones,  reacciones  adversas, 
interacciones  y propiedades  farmacológicas  de  los 
medicamentos.  Ninguno  de  estos  dos  centros  son  el  tipo 
de  fuente  de  información  sobre  exposiciones  tóxicas  a 
que  se  refiere  este  objetivo  y no  pueden  responder  a 
preguntas  como,  por  ejemplo,  qué  hacer  en  caso  de  que 
un  transformador  en  un  poste  derrame  su  contenido  de 
bifenilos  policlorados  sobre  los  peatones  de  la  calle. 

k.  “Para  1990,  al  menos  la  mitad  de  las  personas  de  1 5 
años  de  edad  o mayores  debe  ser  capaz  de  identificar  las 
principales  categorías  de  amenazas  ambientales  a la  salud 
e identificar  algunas  de  las  consecuencias  médicas  de 
dichas  amenazas.  (No  hay  datos  de  referencia  dispo- 
nibles.)”— 1 

No  hay  datos  de  referencia  para  Puerto  Rico 
disponibles  sobre  lo  que  piden  éste  y el  próximo  objetivo. 

l.  “Para  1990,  al  menos  el  70%  de  todos  los  médicos  de 
cuidado  primario  debe  ser  capaz  de  identificar  las 
principales  consecuencias  de  la  exposición  a cada  una  de 
las  categorías  mayores  de  peligros  ambientales  para  la 
salud.  (No  hay  datos  de  referencia  disponibles.)” — 1 

Mejoramiento  en  los  servicios  y la  protección 

m.  “Para  1990,  al  menos  el  90%  de  todos  los  niños 
identificados  con  intoxicación  por  plomo  en  el  grupo  de 


edad  de  0 a 5 años  (especialmente  los  de  0 a 1 año)  se 
llevará  a tratamiento  médico  y ambiental.  (No  hay  datos 
de  referencia  disponibles.  Los  programas  con  fondos 
federales  informan  anualmente  cerca  de  34,000  niños  de  1 
a 5 años  de  edad  con  intoxicación  por  plomo  y se  estima 
que  el  uno  porciento  de  la  población  de  Estados  Unidos 
de  1 a 5 años  de  edad  sufre  intoxicación  por  plomo.)” — 1 

No  hay  datos  de  referencia  en  Puerto  Rico  sobre  lo  que 
pide  este  objetivo  (ver  objetivo  A). 

n.  “Para  1990,  la  ley  de  control  de  sustancias  tóxicas 
(“Toxic  substances  control  act  - TOSCA”)  y la  ley  de 
conservación  y recuperación  de  recursos  (“Resource 
conservation  and  recovery  act  — RECRA”)  deberán 
estar  completamente  implantadas  para  proteger  la 
población  de  Estados  Unidos  contra  peligros  que 
resulten  de  la  producción,  uso  y eliminación  de  productos 
químicos  tóxicos.  (No  hay  datos  de  referencia  dispo- 
nibles.)”— P 

La  ley  federal  94-469,  del  11  de  octubre  de  1976, 
conocida  como  TOSCA  por  sus  siglas  en  inglés,  autorizó 
a la  EPA  a obtener  de  las  industrias  datos  sobre  la 
producción,  uso,  y efecto  en  la  salud  de  las  sustancias 
químicas  que  manejen.  La  implantación  y articulación  de 
la  ley  en  Puerto  Rico,  para  que  la  JCA  fiscalice 
permanentemente  el  cumplimiento  de  la  ley,  exige  la 
reordenación  de  la  legislación  local  para  que  haya 
correspondencia  con  la  legislación  federal  (según 
comentado  en  el  objetivo  B).  La  Comisión  de  Recursos 
Naturales  y Calidad  Ambiental  de  nuestra  Cámara  de 
Representantes  está  discutiendo  la  deseabilidad  de  esta- 
blecer controles  más  estrictos  para  la  transportación  y 
disposición  de  materiales  tóxicos. 

o.  “Para  1990,  las  personas  que  compren  productos 
potencialmente  tóxicos  (de  venta  comercial  o utilizados 
industrialmente)  deben  estar  protegidos  por  una  rotula- 
ción clara  respecto  al  contenido,  las  instrucciones  para 
uso  y eliminación  correctos,  y respecto  a los  factores  que 
pueden  hacer  a esa  persona  especialmente  susceptible 
(estado  de  salud,  edad,  sexo,  medicamentos,  rasgos 
genéticos).  (No  hay  datos  de  referencia  disponibles.)” — P 

Los  reglamentos  de  “Occupational  Safety  and  Health 
Administration”,  “Consumer  Product  Safety  Commission”, 
EPA,  la  Comisión  de  Servicio  Público  insular,  y el 
Departamento  de  Agricultura  establecen  los  requisitos 
para  la  rotulación  de  muchos  de  los  compuestos  peli- 
grosos en  el  mercado  (ver  objetivo  F)."*’ 

p.  “Para  1990,  toda  persona  deberá  tener  acceso  a una 
facilidad  de  cuidado  agudo  capaz  de  proveer  o hacer  el 
referido  adecuado  para  cernimiento,  diagnóstico  y 
tratamiento  ante  la  sospecha  de  exposición  a agentes 
tóxicos.  (No  hay  datos  de  referencia  disponibles.)” — I 

Este  tipo  de  servicio  no  está  generalizado  en  Puerto 
Rico.  Para  conseguir  este  objetivo  será  necesario  entrenar 
al  personal  de  salud  en  temas  de  toxicología  ambiental  y 
establecer  las  facilidades  de  laboratorio  adecuadas. 

q.  “Para  1990,  toda  persona  que  viva  en  un  área  con 
densidad  poblacional  mayor  de  20  habitantes  por  milla 
cuadrada,  o un  área  de  riesgo  particularmente  alto,  debe 
estar  protegida  por  un  sistema  de  alerta  precoz  diseñado 
para  detectar  los  peligros  ambientales  más  serios  que  pre- 
senten peligros  inminentes  para  la  salud.  (No  hay  datos 
de  referencia  disponibles.)” — P 
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Ver  comentarios  al  próximo  objetivo. 

r.  “Para  1990,  cada  área  poblada  del  país  podrá  ser 
asistida  en  menos  de  6 horas  por  un  equipo  de  reacción  de 
emergencia  en  caso  de  una  exposición  a un  peligro 
ambiental  que  presente  amenazas  agudas  a la  salud  por 
un  agente  tóxico,  químico  o por  radiación.  (No  hay  datos 
de  referencia  disponibles.)” — P 

La  JCA  redacta  actualmente  un  plan  de  contingencia 
para  formalizar  la  respuesta  de  emergencia  a situaciones 
de  contaminación  ambiental  aguda.  Otro  recurso  de 
ayuda  en  caso  de  problemas  con  agentes  tóxicos  es  la 
Guardia  Costanera.  El  “Strike  Team”,  o equipo  de 
asistencia  de  ésta  última,  cubre  las  costas  de  todo  el 
territorio  americano  y tiene  la  capacidad  de  mover 
personal,  equipo  y asesoría  a cualquier  área  en  corto 
tiempo. 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

s.  “Para  1990,  sistemas  de  vigilancia  y rastreo  de 
amplia  escala  deben  ser  planificados  para  distinguir  y 
medir  peligros  ambientales  conocidos  de  naturaleza 
continua,  tanto  como  los  que  resulten  de  incidentes 
aislados.  Estas  actividades  deben  ser  llevadas  a cabo 
continuamente  en  ambos  niveles,  federal  y estatal.” — P 

Como  se  ha  mencionado  anteriormente  (objetivos  C y 
D),  hay  al  presente  en  Puerto  Rico  sistemas  de  vigilancia 
continua  para  aire  y agua  potable.  La  JCA  efectúa  mués- 
treos continuos  de  aire  para  material  particulado, 
plomo,  bióxido  de  azufre,  monóxido  de  carbono  y ozono, 
por  medio  de  una  red  de  estaciones  distribuidas  por  toda 
la  isla.  El  Programa  de  Agua  Potable  supervisa  muéstreos 
de  las  diferentes  fuentes  de  agua  potable  para  metales 
(arsénico,  bario,  cadmio,  mercurio  y plomo),  radioiones, 
compuestos  orgánicos,  compuestos  inorgánicos,  bacte- 
rias conformes  y concentración  residual  de  cloro.  EPA  y 
USGS  llevan  a cabo  estudios  paralelos  a los  anteriores. 
Las  industrias  están  obligadas  por  reglamentos  federales 
y estatales  a llevar  a cabo  muéstreos  periódicos  para 
medir  la  contaminación  producida.  Los  resultados  de 
estos  estudios  tienen  que  ser  sometidos  para  estudio  por 
EPA  y JCA. 

t.  “Para  1990,  deben  estar  en  completa  operación  un 
centro  de  información  (“clearinghouse”)  para  obser- 
vaciones de  las  relaciones  agente/enfermedad  y factores 
de  susceptibilidad  del  huésped,  así  como  un  registro 
nacional  de  datos  ambientales  que  recoja  y catalogue 
información  sobre  las  concentraciones  de  agentes 
peligrosos  en  aire,  alimentos  y agua.” — P 

Varios  programas  de  la  “National  Library  of 
Medicine”  están  dirigidos  hacia  lo  que  pide  la  primera 
parte  de  este  objetivo;  la  recolección  y diseminación  de 
observaciones  de  la  relación  entre  agente  y enfermedad  y 
factores  de  susceptibilidad  del  huésped.  Estos  archivos 
computarizados  de  información  bibliográfica  y toxico- 
lógica  para  uso  del  público  se  conocen  como  MEDLINE, 
TOXLINE  y TOXNET.  No  hay  en  Estados  Unidos,  ni  en 
Puerto  Rico,  un  registro  nacional  de  datos  ambientales 
como  el  que  pide  este  objetivo.'’ 

Discusión 

La  calidad  del  ambiente,  como  la  salud  del  individuo. 


se  puede  preservar  por  tres  intervenciones:  prevención, 
curación  o paliación.  La  prevención,  que  en  asuntos 
ambientales  equivale  a planificación,  es  siempre  la 
alternativa  más  barata.  En  muchas  ocasiones  no  es,  sin 
embargo,  la  opción  que  más  rápidamente  resuelve  necesi- 
dades económicas  o políticas.  Los  problemas  creados  por 
estrategias  de  cortas  miras  han  convertido  la  frase 
“planificación  en  Puerto  Rico”  en  una  contradicción  de 
términos,  a los  ojos  del  ciudadano.  Los  medios  noticiosos 
mencionan  con  frecuencia  los  problemas  por  contami- 
nación ambiental  en  la  isla.  Ciudad  Cristiana,  Juncos, 
Barceloneta,  Dominguito  y la  Zona  Industrial  de 
Mayaguez  son  áreas  en  que  la  contaminación  (o  sospecha 
de  ella)  ha  tenido  gran  impacto  en  la  vida  de  los 
ciudadanos.  De  los  veinte  objetivos  nacionales  de  salud 
para  1990  referentes  al  control  de  los  agentes  tóxicos 
ambientales,  ninguno  se  ha  logrado  en  Puerto  Rico.  Once 
objetivos  están  bajo  estudio  o siendo  perseguidos:  todas 
las  comunidades  deberán  experimentar  no  más  de  un  día 
al  año  en  que  la  calidad  del  aire  exceda  ciertas  normas  de 
calidad  ambiental;  al  menos  95%  de  la  población  debe 
estar  servida  por  sistemas  comunitarios  de  agua  que 
cumplan  las  normas  federales  y estatales;  no  debe  haber 
ninguna  contaminación  prevenible  de  las  aguas  o del 
terreno,  a causa  de  tóxicos  industriales  asociados  a 
sistemas  de  tratamiento  de  aguas  de  desperdicio  estable- 
cidos después  de  1980;  no  habrá  plaguicidas  tóxicos  al  ser 
humano  disponibles  para  la  venta,  a menos  que  se 
determine  que  sean  vitales  para  los  intereses  nacionales; 
debe  eliminarse  la  inhalación  de  vapores  de  materiales 
tóxicos  durante  el  transporte  de  los  mismos;  las  leyes 
federales  de  control  de  sustancias  tóxicas  (“TOSCA”)  y 
de  conservación  y recuperación  de  recursos  (“RECRA”) 
deberán  estar  completamente  implantadas;  quienes 
compren  o utilicen  productos  potencialmente  tóxicos 
deben  estar  protegidos  por  una  rotulación  clara  respecto 
al  contenido,  su  uso  y eliminación  correctos,  y los 
factores  que  pueden  hacer  a esa  persona  especialmente 
susceptible;  toda  persona  que  viva  en  un  área  con 
densidad  poblacional  mayor  de  20  habitantes  por  milla 
cuadrada,  o un  área  de  riesgo  particularmente  alto,  debe 
estar  protegida  por  un  sistema  de  alerta  precoz  diseñado 
para  detectar  los  peligros  ambientales  más  serios;  cada 
área  poblada  del  país  podrá  ser  asistida  en  menos  de  6 
horas  por  un  equipo  de  reacción  de  emergencia  en  caso  de 
una  exposición  a un  peligro  ambiental;  sistemas  de  vigi- 
lancia y rastreo  de  amplia  escala  deben  ser  planificados 
para  distinguir  y medir  peligros  ambientales  de  natura- 
leza continua  y los  que  resulten  de  incidentes  aislados; 
deben  estar  en  operación  un  centro  de  información 
(“clearinghouse”)  para  observaciones  de  la  relación  entre 
agente  y enfermedad  y factores  de  susceptibilidad  del 
huésped,  así  como  un  registro  nacional  de  datos 
ambientales  que  catalogue  información  sobre  las  con- 
centraciones de  agentes  peligrosos  en  el  aire,  los 
alimentos,  y el  agua.  No  hay  información  para  evaluar  la 
situación  en  Puerto  Rico  respecto  a los  nueve  objetivos 
restantes:  el  80%  de  las  comunidades  deberá  tener  una 
prevalencia  de  intoxicación  por  plomo  menor  de 
500/100,000  en  los  niños  de  edades  de  0 a 5 años;  ningún 
individuo  deberá  sufrir  defectos  congénitos  o aborto 
espc^ntáneo  como  resultado  de  la  exposición  a agentes 
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tóxicos  eliminados  después  de  la  implantación  de 
“RECRA”;  el  número  de  exámenes  diagnósticos  por 
rayos  X médicamente  innecesarios  deberá  disminuir  por 
cerca  de  50  millones  de  exámenes  anuales;  al  menos  el 
75%  de  los  asambleístas  municipales  en  comunidades 
urbanas  debe  ser  capaz  de  informar  si  la  calidad  del  aire  y 
agua  de  su  jurisdicción  ha  mejorado  o empeorado  a lo 
largo  de  la  década  e identificar  las  principales  sustancias 
de  interés;  al  menos  la  mitad  de  los  adultos  debe  ser  capaz 
de  informar  una  fuente  accesible  de  información  sobre 
sustancias  tóxicas  a las  cuales  pueden  estar  expuestos;  al 
menos  la  mitad  de  las  personas  de  15  años  de  edad  o 
mayores  debe  ser  capaz  de  identificar  las  principales 
categorías  de  amenazas  ambientales  a la  salud  e 
identificar  algunas  de  las  consecuencias  médicas  de 
dichas  amenazas;  al  menos  el  70%  de  los  médicos  de 
cuidado  primario  debe  ser  capaz  de  identificar  las 
principales  consecuencias  de  la  exposición  a cada  una  de 
las  categorías  mayores  de  peligros  ambientales  para  la 
salud;  al  menos  el  90%  de  los  niños  identificados  con 
intoxicación  por  plomo  en  el  grupo  de  edad  de  0 a 5 años 
se  llevará  a tratamiento  médico  y ambiental;  toda 
persona  deberá  tener  acceso  a una  facilidad  de  cuidado 
agudo  capaz  de  proveer  o hacer  el  referido  adecuado  para 
cernimiento,  diagnóstico  y tratamiento  ante  la  sospecha 
de  exposición  a agentes  tóxicos. 

Evidentemente,  hay  un  enorme  esfuerzo  guberna- 
mental para  preservar  y mejorar  la  calidad  del  ambiente. 
Sin  embargo,  la  proyección  pública  de  ese  esfuerzo  es 
sumamente  deficiente.  No  hemos  visto  los  extremos  de 
desconfianza  ocurridos  en  Estados  Unidos,  donde 
miembros  de  la  comunidad  dirigen  sus  propios  estudios 
epidemiológicos.^'*  Sin  embargo,  la  ciudadanía  no  olvida 
que  hay  problemas  que  duran  años  y todavía  están  sin 
resolverse,  como  el  alegado  escape  de  gases  en  la  Zona 
Industrial  de  Mayaguez  de.sde  1983.  Por  más  de  dos  años 
las  agencias  estatales  y federales  han  mantenido  opinio- 
nes opuestas  respecto  a si  fue  necesario  evacuar  Ciudad 
Cristiana  en  febrero  de  1985.  La  prolongada  controversia 
sobre  la  calidad  del  agua  potable  ha  suscitado  pareceres 
discordantes  de  una  agencia  federal  (EPA),  dos  ramas  del 
gobierno  insular  (representadas  por  el  Departamento  de 
Salud  y la  Cámara  de  Representantes)  y asociaciones 
profesionales  (los  Colegios  de  Químicos  e Ingenieros). 
Estas  dilatadas  polémicas  indican  la  necesidad  de 
establecer  un  sistema  agresivo  de  relaciones  públicas  a 
nivel  insular,  que  provea  información  clara  y documen- 
tada a los  medios  de  comunicación  y produzca  material 
informativo  que  eduque  al  ciudadano  respecto  a los 
problemas  ambientales.  El  público  continuará  desorien- 
tado si  lo  que  las  agencias  gubernamentales  entienden 
como  diferencias  de  opinión  se  comenta  en  las  noticias 
como  incomprensibles  contradicciones.  La  credibilidad 
del  esfuerzo  gubernamental  continuará  en  entredicho  si 
no  se  establece  un  sistema  para  resolver  rápidamente  las 
querellas  de  ciudadanos  que  alegan  exposición  a tóxicos 
no  especificados.  No  es  nece.sario  que  estos  “escapes”  no 
identificados  sean  resueltos  por  personal  y equipo 
estrictamente  local.  Estas  interrogantes  se  podrían 
manejar  con  un  método  investigativo  e.scalonado,  con 
explícitas  indicaciones  de  límite  de  tiempo  y progresiva 
complejidad  de  equipo  para  referimientoa  consultores  de 


la  comunidad  académica  o a agencias  federales.  El 
control  de  los  tóxicos  ambientales  es  una  necesidad 
estética,  económica  y sanitaria  para  Puerto  Rico.  La 
naturaleza  del  problema  es  tal  que  pone  a prueba  todos 
los  recursos  del  país  (intelectuales,  tecnológicos,  econó- 
micos y políticos).  Se  exige  un  gran  esfuerzo,  pero  de  él 
depende  nuestro  futuro. 

Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  publicó  unos  objetivos  para  el  mejora- 
miento de  la  salud  de  los  habitantes  de  ese  país  en  los 
próximos  diez  años.  De  los  veinte  objetivos  nacionales  de 
salud  para  1990  referentes  al  control  de  ios  agentes  tóxicos 
ambientales  ninguno  se  ha  logrado  en  Puerto  Rico.  Once 
objetivos  están  bajo  estudio  o siendo  perseguidos:  todas  las 
comunidades  deberán  experimentar  no  más  de  un  día  al  año 
en  que  la  calidad  del  aire  exceda  ciertas  normas  de  calidad 
ambiental;  al  menos  95%  de  la  población  debe  estar  servida 
por  sistemas  comunitarios  de  agua  que  cumplan  las  normas 
federales  y estatales;  no  debe  haber  ninguna  contaminación 
prevenible  de  las  aguas  o del  terreno,  a causa  de  tóxicos 
industriales  asociados  a sistemas  de  tratamiento  de  aguas 
de  desperdicio  establecidos  después  de  1980;  no  habrá 
plaguicidas  tóxicos  al  ser  humano  disponibles  para  la  venta, 
a menos  que  se  determine  que  sean  vitales  para  los  intereses 
nacionales;  debe  eliminarse  la  inhalación  de  vapores  de 
materiales  tóxicos  durante  el  transporte  de  los  mismos;  las 
leyes  federales  de  control  de  sustancias  tóxicas  (“TOSCA” ) 
y de  conservación  y recuperación  de  recursos  (“RECRA”) 
deberán  estar  completamente  implantadas;  quienes  com- 
pren o utilicen  productos  potencialmente  tóxicos  deben 
estar  protegidos  por  una  rotulación  clara  respecto  al 
contenido,  su  uso  y eliminación  correctos,  y los  factores  que 
pueden  hacer  a esa  persona  especialmente  susceptible;  toda 
persona  que  viva  en  un  área  con  densidad  poblacional 
mayor  de  20  habitantes  por  milla  cuadrada,  o un  área  de 
riesgo  particularmente  alto,  debe  estar  protegida  por  un 
sistema  de  alerta  precoz  diseñado  para  detectarlos  peligros 
ambientales  más  serios;  cada  área  poblada  del  país  podrá 
ser  asistida  en  menos  de  6 horas  por  un  equipo  de  reacción 
de  emergencia  en  caso  de  una  exposición  a un  peligro 
ambiental;  sistemas  de  vigilancia  y rastreo  de  amplia  escala 
deben  ser  planificados  para  distinguir  y medir  peligros 
ambientales  de  naturaleza  continua  y los  que  resulten  de 
incidentes  aislados;  deben  estar  en  operación  un  centro  de 
información  (“clearinghouse”)  para  observaciones  de  la 
relación  entre  agente  y enfermedad  y factores  de  suscep- 
tibilidad del  huésped,  así  como  un  registro  nacional  de  datos 
ambientales  que  catalogue  información  sobre  las  concen- 
traciones de  agentes  peligrosos  en  el  aire,  los  alimentos,  y el 
agua.  No  hay  información  para  evaluar  la  situación  en 
Puerto  Rico  respecto  a los  nueve  objetivos  restantes:  el  80% 
de  las  comunidades  deberá  tener  una  prevalencia  de  intoxi- 
cación por  plomo  menor  de  500/100,000  en  los  niños  de 
edades  de  0 a 5 años;  ningún  individuo  deberá  sufrir 
defectos  congénitos  o aborto  espontáneo  como  resultado  de 
la  exposición  a agentes  tóxicos  eliminados  después  de  la 
implantación  de  “RECRA”;  el  número  de  exámenes 
diagnósticos  por  rayos  X médicamente  innecesarios  deberá 
disminuir  por  cerca  de  50  millones  de  exámenes  anuales;  al 
menos  el  75%  de  los  asambleístas  municipales  en  comuni- 
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dades  urbanas  debe  ser  capaz  de  informar  si  la  calidad  del 
aire  y agua  de  su  jurisdicción  ha  mejorado  o empeorado  a lo 
largo  de  la  década  e identificar  las  principales  sustancias  de 
interés;  al  menos  la  mitad  de  los  adultos  debe  ser  capaz  de 
informar  una  fuente  accesible  de  información  sobre 
sustancias  tóxicas  a las  cuales  pueden  estar  expuestos;  al 
menos  la  mitad  de  las  personas  de  15  años  de  edad  o 
mayores  debe  ser  capaz  de  identificar  las  principales 
categorías  de  amenazas  ambientales  a la  salud  e identificar 
algunas  de  las  consecuencias  médicas  de  dichas  amenazas; 
al  menos  el  70%  de  los  médicos  de  cuidado  primario  debe 
ser  capaz  de  identíficai  las  principales  consecuencias  de  la 
exposición  a cada  una  de  las  categorías  mayores  de  peligros 
ambientales  para  la  salud;  al  menos  el  90%  de  los  niños 
identificados  con  intoxicación  por  plomo  en  el  grupo  de 
edad  de  0 a 5 años  se  llevará  a tratamiento  médico  y 
ambiental;  toda  persona  deberá  tener  acceso  a una  facilidad 
de  cuidado  agudo  capaz  de  proveer  o hacer  el  referido 
adecuado  para  cernimiento,  diagnóstico  y tratamiento  ante 
la  sospecha  de  exposición  a agentes  tóxicos.  La  obtención 
de  estos  objetivos  en  Puerto  Rico,  al  igual  que  en  otros 
estados,  exige  la  cooperación  de  diversas  instituciones 
gubernamentales,  académicas  y cívicas. 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


See  last  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 
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All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


1 


I 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 


low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 


P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantacwo 

ramWineHCl/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Glaxo 


Zemtacwo 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC’  150  Ablets  BRIEF  SUMMARY  OF 

(ranHidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC*  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers, 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol- 
linger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC'  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC"  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION).  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  IS  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC*  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting,  and  abdominal  discomfort/pain  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers.  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  (or  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  every  24  hours.  Should  the  patient's  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottlesof  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30°C  (59°  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 
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PHYSKIANS, 
SCHEDULE 
SOME  TUME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
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Abstract:  A four  year-old  boy  developed  progressive 

dyspnea  and  hypoxemia  due  to  lymphoid  interstitial 
pneumonitis  diagnosed  by  open  lung  biopsy.  Response  to 
prednisone  was  favorable  but  incomplete  and  he  was 
discharged  on  home  oxygen  therapy.  This  type  of 
pneumonitis  in  a child  should  arouse  suspicion  of  human 
immunodeficiency  syndrome.  In  our  patient  all  tests, 
including  Western  blot,  were  negative  for  human  immuno- 
deficiency virus  antibodies. 

Interstitial  lung  diseases  constitute  a heterogenous 
group  of  disorders  characterized  by  thickening  of  the 
alveolar  wall  and  the  presence  of  large  mononuclear  cells 
in  the  alveolar  spaces.  More  than  a hundred  agents  are 
known  to  cause  interstitial  lung  disease,  but  in  two  thirds 
of  all  cases  no  cause  can  be  identified.'  Considerable 
progress  in  the  understanding  of  interstitial  lung  disease 
has  been  made  in  adults,  but  less  is  known  about  this  type 
of  chronic  lung  disease  in  the  pediatric  age  group. 

This  paper  describes  a child  with  lymphoid  interstitial 
pneumonitis  and  offers  a brief  discussion  of  this  entity  in 
children.  It  is  intended  to  elicit  increased  awareness  of 
this  rare  condition  in  children  and  to  suggest  appropriate 
diagnostic  procedures. 

Case  Report 

A four  year-old  male  was  admitted  to  a regional 
hospital  due  to  perioral  cyanosis  and  respiratory  distress. 
He  had  a past  history  of  epilepsy,  an  allergic  reaction 
to  hydantoin  and  phenobarbital  and  an  appendectomy 
during  the  previsous  six  months.  He  had  a dry  cough  two 
weeks  prior  to  the  appendectomy.  Tachypnea  was 
noticed  after  the  surgery  but  it  was  considered  to  be  a 
normal  finding.  After  surgery,  he  was  treated  with 
bronchodilators  and  antibiotics  by  the  intravenous 
route.  He  was  sent  home  in  apparent  good  condition  but 
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his  parents  noticed  progressive  tiredness  upon  climbing 
stairs  and  exercise  induced  cyanosis  associated  occasio- 
nally with  abdominal  pain  over  the  right  flank.  He  had  a 
dry  cough  without  fever  or  orthopnea.  Initial  physical 
examination  disclosed  a temperature  37.5  °C,  heart  rate  of 
128/min,  respiratory  rate  of  64/min,  blood  pressure  of 
80/45  mm  Hg;  his  weight  and  height  were  between  the  25 
and  50  percentiles.  He  was  alert  and  not  toxic.  He  had  a 
bluish  oral  mucosa,  intercostal  and  subcostal  retractions, 
no  abnormalities  on  auscultation  of  the  lungs  and  a 
generalized  hyperpigmented  macular  rash.  Arterial 
blood  gases  breathing  room  air  revealed  a P02  of  45  mm 
Hg,  PC02  of  38  mm  Hg,  pH  of  7.34,  HC03  of  20  mEq/L, 
and  arterial  oxygen  saturation  of  79  per  cent. 

He  was  treated  with  cephazolin,  aminophylline, 
metaproterenol  and  sodium  cromoglycate  without 
improvement  over  the  next  three  weeks.  The  hypoxemia 
and  tachypnea  persisted  and  he  developed  decreased 
breath  sounds  over  right  middle  lobe  area.  He  was 
transferred  to  our  center  for  further  evaluation. 
Upon  arrival,  physical  findings  were  as  follows; 
temperature  37°  C,  heart  rate  120/min,  respiratory  rate 
60/min,  blood  pressure  90/50  mm  Hg.  He  had  nasal 
flaring,  intercostal  and  subcostal  retractions,  hyper- 
resonant lungs  to  percussion  with  decreased  ventilation 
over  right  middle  lobe  area.  There  were  no  rales  or 
wheezes  and  no  murmur  was  heard.  The  liver  was  4 cm 
below  the  right  costal  margin  with  a normal  span.  He  had 
good  peripheral  pulses  without  leg  edema  or  clubbing. 
The  generalized  skin  rash  persisted.  Arterial  blood  gases 
breathing  60  per  cent  inspired  oxygen  by  mask  showed  a 
P02  of  52  mm  Hg,  PC02  50  mm  Hg,  pH  7.35,  HC03  28 
mEq/L.  White  blood  count  was  5,800  with  79  per  cent 
polymorphonuclears  and  21  per  cent  lymphocytes.  The 
hemoglobin  was  11.9  gm/dL.  Serum  electrolytes  were 
normal  except  for  a total  C02  of  33  mEq/L.  Chest  roent- 
genogram revealed  hyperareation,  lingular  bronchiec- 
tatic  changes  and  on  lateral  decubitus,  changes  suggestive 
of  a right  obstructive  pattern  on  expiration. 

Eiberoptic  bronchoscopy  was  normal  except  for  an 
accessory  right  middle  lobe  segment.  A ventilation- 
perfusion  lung  scan  disclosed  multiple  perfusion  defects 
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in  both  lungs  with  normal  ventilation  highly  suggestive  of 
pulmonary  embolisms.  Liver  and  spleen  scan  as  well  as 
abdominal  sonogram  were  normal.  An  M-mode  and  2-D 
echocardiogram  showed  normal  pulmonary  pressures 
without  any  intracardiac  lesion  or  thrombi.  A selective 
pulmonary  arteriogram,  two  weeks  after  lung  scan,  was 
considered  normal.  Serum  immunoglobulin  values  were: 
IgA  13  mg/dL,  IgG  661  mg/dL,  IgM  101  mg/dLand  IgE^ 
U/ml.  ANA  test  and  LE  prep  were  negative.  Serum  anti- 
body titers  by  ELISA  and  Western  blot  methods  for 
human  immunodeficiency  virus  were  negative.  Comple- 
ment quantification  was  normal  and  direct  Coombs  and 
cold  agglutinins  tests  were  negative.  An  open  lung  biopsy 
was  performed  and  microscopic  examination,  as  shown 
in  figures  1 and  2,  was  compatible  with  lymphoid  inters- 


Figure  1.  Microscopic  section  showing  marked  lymphoplasmacytic 
peribronchiolar  and  interstitial  infíltrate.  Necrotizing  bronchiolitis  is  also 
observed. 


Figure  2.  Microscopic  section  shows  thickened  alveolar  walls  and  alveoli 
lined  by  type  II  pneumocytes.  Intraalveolar  foams  cells  are  noted  in  the 
lumen  of  many  alveoli. 


titial  pneumonitis.^  He  was  treated  with  prednisone,  2 
mg/kg/day  and  after  6 weeks  his  sleeping  respiratory 
rates  decreased  from  about  45  to  the  lower  thirties  and 
resting  oxygen  saturation  increased  from  75  to  85  per 
cent.  He  was  sent  home  on  24-hour  oxygen  therapy  and 
his  condition  continued  to  be  relatively  stable. 

Discussion 

Lymphoid  interstitial  pneumonitis  (LIP),  is  now  well 
recognized  in  association  with  the  acquired  immuno- 
deficiency syndrome  (AIDS)  in  children.  LIP  is 
considered  to  be  diagnostic  of  AIDS  when  it  occurs  in  a 
child  less  than  1 3 years  of  age  who  has  a positive  test  for 
human  immunodeficiency  virus  antibodies.^  There  is  little 
information  about  interstitial  pneumonitis  in  children."' 
LIP  in  a child  without  AIDS,  such  as  the  patient  we  are 
reporting,  is  a very  rare  entity.  The  natural  history  of 
both  conditions  is  still  to  be  defined.  In  the  following 
discussion  we  emphasize  interstitial  lung  disease  not 
associated  with  AIDS. 

Multiple  etiologies  may  result  in  similar  clinical,  his- 
tologic and  roentgenographic  manifestations.  The  predo- 
minant inflammatory  response  is  in  the  alveolar  walls 
and  supporting  structures  of  the  lung.  This  inflammation 
is  described  as  alveolitis,  but  it  also  often  involves  the 
walls  of  the  bronchioles  and  sometimes  the  small  arteries 
and  veins.  This  inflammatory  response  may  lead  to 
fibrosis  derangement  of  the  alveolar  capillary  units,  lung 
dysfunction  and  end  stage  lung  disease. 

In  1974,  Liebow  proposed  a classification  of  interstitial 
pneumonitis  based  on  six  histologic  variants.^  (Table  1). 
The  clinical  course  and  response  to  treatment  may  vary 
with  each  and  similar  histologic  findings  can  occur  in 
drug-induced  interstitial  pneumonitis  or  hypersensitivity 
lung  disease.^  In  drug-induced  pneumonitis  there  is 

Table  1 


Classification  of  Interstitial  Pneumonitis 
(Liebow  - Ref.  No.  5) 


Histological  Type  Remarks 


1. 

Usual 

Usually  fatal 

interstitial 

Male/Female  1;1 

pneumonitis 

Familial  cases  reported 

2. 

Desquamative 

Most  common  variant 

interstitial 

PAS  positive  cells 

pneumonitis 

Associated  with  AIDS 

3. 

Lymphoid 

Rare 

interstitial 

may  be  associated  with  AIDS 

pneumonitis 

and  Sjogren  disease 

Familial  cases  reported 

4. 

Plasma  cell 

Plasma  cell 

interstitial  pneumonitis 

predominates 

5. 

Bronchiolitis  obliterans 

Variable  cell  type 

with  interstitial 

associated  with 

pneumonitis 

hyperlucent  lung 

6. 

Giant  cell 
interstitial 
pneumonitis 

Giant  cell 
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history  of  exposure  to  cytotoxic  drugs,  or  others  such  as 
methysergide  or  nitrofurantoin.  Peripheral  blood  eosi- 
nophilia  is  a common  finding.  In  hypersensitivity  pneu- 
monitis there  is  a lung  response  to  an  inhaled  organic 
dust.  The  history  of  exposure  to  organic  dust  is  the  key  to 
diagnosis. 

Among  the  known  causes  of  interstitial  pneumonitis 
are  viral  (human  immunodeficiency  virus,  iniluenza 
virus,  measles,  respiratory  syncytial  virus,  varicella  virus) 
or  bacterial  (Pertussis,  Haemophillus  influenzae).  Also 
incriminated  as  etiologic  agents  have  been:  Pneumocystis 
carinii,  mycobacteria,  fungi,  {Aspergillus  sp,  Candida 
albicans),  connective  tissue  disorders  and  inhalation  of 
toxic  substances.  In  many  cases  the  etiologic  factor  is 
undetermined. 

The  clinical  features  are  characterized  by  a slow  onset 
of  dyspnea,  first  on  exertion  and  later  at  rest.  Cough, 
usually  dry,  failure  to  thrive  and  cyanosis  are  relatively 
common.  Fever,  clubbing  and  wheezes  may  also  be 
present.  On  auscultation,  fine  late  inspiratory  crepita- 
tions may  be  heard. 

Anorexia,  weight  loss,  easy  fatigability  and  weakness 
indicate  a progressive  course.  In  later  stages,  pulmonary 
hypertension,  cardiac  failure  and  pneumothorax  may 
occur.  The  usual  cause  of  death  is  cardiorespiratory 
failure.^ 

Findings  in  the  roentgenogram  of  the  chest  may  vary 
from  diffuse  reticular  infiltration  early  in  the  disease  to 
nodular  densities  in  the  middle  and  lower  lung  fields  in 
later  stages.  Other  radiologic  features  are  Kerley  lines, 
peribronchial  cuffing,  hilar  haze  and  honeycombing.’ 

Pulmonary  function  studies  may  be  performed  in  the 
cooperative  child.  The  usual  changes  are  decrease  in  lung 
volumes,  forced  vital  capacity  and  total  lung  capacity. 
Flow  rates  such  as  maximum  mid  expiratory  flow  may  be 
normal  or  increased  reflecting  the  increased  elastic  recoil 
of  the  lung.  Diffusing  capacity  is  also  decreased  although 
the  predominant  cause  of  hypoxemia  is  ventilation- 
perfussion  abnormalities. 

In  children  the  diagnosis  is  based  upon  a high  level  of 
suspicion  and  the  histologic  confirmation  by  open  lung 
biopsy.  The  use  of  bronchoalveolar  lavage  and  gallium- 
67  scanning  has  not  been  widely  evaluated  in  children 
with  interstitial  lung  disease. 

The  appropriate  treatment  of  interstitial  pneumonia  is 
unknown.  Steroids  have  been  used  in  many  reported 
cases  with  variable  and  conflicting  results.^  In  our 
patient,  there  seemed  to  be  a clinical  improvement  after 
initiating  treatment  with  prednisone,  but  the  long-term 
prognosis  is  still  unknown. 

This  patient  exemplifies  the  presentation  and  clinical 
course  of  lymphoid  interstitial  pneumonitis  in  children. 
This  report  is  intended  to  elicit  increased  awareness  of  the 
condition  and  of  the  importance  of  making  a correct 
diagnosis.  As  the  number  of  children  affected  by  AIDS 
increases,  it  is  to  be  expected  that  the  number  of  children 
with  lymphoid  interstitial  pneumonitis  will  increase. 


Resumen:  Un  niño  de  4 años  de  edad  desarrolló  disnea  e 

hipoxemia  progresiva.  Mediante  biopsia  del  pulmón,  se 
hizo  el  diagnóstico  de  neumonitis  intersticial  linfoide.  El 
tratamiento  con  prednisona  determinó  una  mejoría  parcial 
y fue  necesario  continuar  la  oxigenoterapia  en  el  domicilio 
del  enfermo.  La  neumonitis  intersticial  linfoide  se  asocia 
con  el  síndrome  de  inmunodeficiencia  adquirida  (SIDA)  en 
los  niños  y es  imprescindible  que  se  hagan  las  pruebas  de 
diagnóstico  pertinentes  para  descartar  SIDA  en  todo  niño 
con  neumonitis  intersticial.  En  nuestro  paciente  todas  las 
pruebas,  incluyendo  la  de  “Western  blot”,  fueron 
negativas. 
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Breast  Cancer  Has 
Virtually  NowhereTbHide 


A mammogram  showing  no  evidence  of  cancer. 


The  best  weapon  against  breast  cancer  is  early  detection.  And  that’s  wliy  a manimograni  is  so  important.  It  “sees” 
breast  cancer  before  there’s  a lump,  when  the  cure  rates  are  near  100%.  That  could  save  your  life;  it  might  even  save 
your  breast.  Although  not  perfect,  a mammogram  is  still  the  most  effective  weapon  against  breast  cancer.  And  if  you’re 
over  35,  it’s  essential  you  have  one.  Because  ;ill  breast  cancer  needs  is  a place  to  hide. 


Have  A Mammogram.  Give  Yourself  The  Chance  Of  A Lifetime,  vggif?. 
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Nutrition  issues  and  Adoiescent  Pregnancy 
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Teenage  pregnancy  is  a common  occurrence  in 
American  society  and  crosses  all  socioeconomic, 
ethnic  and  geographic  boundaries.  In  1981,  there  were 
more  than  530,000  births  to  teenage  mothers  aged  15-19 
years;  over  onethird  of  these  were  to  teenagers  between 
the  ages  of  15  and  17.  Nearly  10,000  births  were  to  girls 
under  the  age  of  15.‘  Of  additional  concern  is  the  high 
rate  of  recidivism  of  teenage  pregnancy.  In  one  study, 
26%  of  women  who  first  gave  birth  at  ages  16  and 
younger  were  found  to  have  a second  birth  within  24 
months.^ 

Nutritional  status  is  considered  to  be  one  of  the  most 
important  environmental  factors  affecting  the  health  of 
the  teenage  mother  and  her  fetus.  This  paper  addresses 
nutrition-related  aspects  of  adolescent  pregnancy  and 
summarizes  recent  research. 

Adolescent  Pregnancy  Outcome 

Adolescent  pregnancy  has  been  associated  with  signifi- 
cant medical  and  nutritional  risk.  Particularly  in  the 
adolescent  under  15  years  of  age,  an  increased  incidence 
of  iron-deficiency  anemia,  pregnancy-induced  hyperten- 
sion, cephalopelvic  disproportion  and  abruptio-placentae 
(premature  detachment  of  the  plancenta)  have  been 
described.’’ 

More  consistently  reported  are  higher  rates  of 
prematurity  (<37  weeks)  and  delivery  of  low  birth- 
weight  infants  (<  2500  gm/5  1/2  lbs)  when  compared  to 
women  in  their  twenties.’’  These  observations  have  led 
to  the  belief  that  the  adverse  medical  outcomes  are  due  to 
maternal  age  and  biological  immaturity. 

A number  of  studies,  however,  have  refuted  claims  that 
maternal  age  is  a crucial  variable  in  pregnancy 
outcome. Rather,  poor  pregnancy  outcome  has  been 
found  to  be  associated  with  environmental  and  social 
conditions  such  as  poverty,  inadequate  prenatal  care, 
nutritional  inadequacy,  poor  health  status  and  habits. 

Adolescent  Health  Program,  School  of  Public  Health.  Box  721, 
University  of  Minnesota  Hospital  and  Clinic,  Minneapolis,  MN  55455 
Health  Start,  Inc,,  St.  Paul.  MN  55101 

^Contemporary  Nutrition,  Vol.  12  No.  I,  1987.  Reprinted  with 
permission  from  General  Mills’  Inc.,  Minneapolis,  Minnesota. 


poor  weight  gain  prior  to  and  during  pregnancy,  and 
substance  use.’*®  When  these  factors  are  not  present  or 
are  “controlled,”  the  differences  in  pregnancy  outcome 
between  adolescents  (aged  16  and  older)  and  older 
women  largely  disappear.  However,  the  situation  is  still 
unresolved  concerning  the  very  young  teenager  (15  years 
or  less).  Perinatal  outcomes  of  these  young  mothers  and 
their  infants  have  been  found  to  be  poorer  than  those  of 
older  adolescents  despite  adequate  prenatal  care.’’  ®*’  It 
remains  inconclusive  whether  this  is  due  to  biologic 
immaturity,  maternal-fetal  competition  for  nutrients  or 
environmental  factors. 

Maternal  Growth  and  Pregnancy 

Gynecologic  age  (GA),  the  difference  between  chrono- 
logic age  and  age  at  menarche  (onset  of  menses),  has  been 
used  as  an  indirect  measure  of  physiologic  immaturity 
and  growth  potential.’  A pregnant  teenager  with  a G A of 
two  years  or  less  will  still  be  in  a period  of  appreciable 
growth.*  It  is  likely  that  these  teenagers  will  be  1 5 years  or 
younger.  While  maximal  height  and  weight  gain  occurs 
prior  to  menarche  (mean  U.S.  age  is  12.8  yrs),  growth 
does  not  cease  until  four  to  seven  years  later.  In  adult 
healthy  women,  heights  and  weights  exceed  those  at 
menarche  by  4.3  to  10.6  cm  (2-4  in)  and  5-10  kg  (11- 
22  lbs).’  Almost  all  residual  growth  occurs  in  the  first 
two  years  after  menarche.  The  majority  of  older  pregnant 
adolescents  will  have  finished  their  growth  prior  to 
conception  and,  therefore,  will  not  have  increased 
nutrient  needs  for  growth. 

It  has  been  speculated  that  among  young,  still-growing 
pregnant  adolescents,  there  may  be  competition  for 
nutrients  between  mother  and  fetus.'’’  ” Naeye*’  found 
that  fetuses  grow  more  slowly  in  most  10-  to  16-year-old 
mothers  than  in  older  women.  He  speculated  these  results 
may  indicate  that  the  growth  needs  of  the  young  mothers 
are  competing  with  the  growth  needs  of  their  fetuses  for 
available  nutrients. 

Frisancho”  hypothesizes  that  the  reduction  in  birth 
weight  among  still-growing  adolescents  may  result  from 
both  a decreased  net  availabiliity  of  nutrients  and  a 
deficient  placental  function. 
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Nutrient  Needs  and  Concerns 

Adolescent  females  are  at  risk  for  nutritional  problems, 
both  from  a physiological  and  psychosocial  standpoint, 
and  pregnancy  places  a teenager  at  even  greater  nutri- 
tional risk.*''  Energy  and  nutrient  needs  during  adoles- 
cent pregnancy  are  influenced  by  factors  such  as 
gynecologic  age,  activity  level  and  prepregnancy  nutri- 
tional status.  The  adolescent  with  a GA  of  two  years  or 
less  will  have  energy  and  nutrient  requirements  higher 
than  those  of  older  pregnant  adolescents.'® 

Studies  have  frequently  found  pregnant  adolescents  to 
have  poor  dietary  habits.'^’  Food  patterns,  such  as  a 
high  consumption  of  low  nutrient -dense  snacks  and 
erratic  eating,  may  preclude  an  intake  of  the  recom- 
mended nutrients.  Meal  skipping,  notably  of  breakfast, 
may  increase  the  risk  of  ketosis,  which  has  been  asso- 
ciated with  higher  rates  of  perinatal  mortality.'^  Since 
teenage  mothers  are  disproportionately  from  economi- 
cally disadvantaged  populations,  they  may  lack  adequate 
food  resources. 

Surveys  have  indicated  compromised  calcium,  zinc, 
iron,  and  vitamins  A and  C,  and  folate  status  among 
pregnant  adolescents. These  nutrients,  in  addition  to 
other  essential  nutrients  and  energy,  are  of  primary 
importance  for  optimal  maternal  health  and  fetal 
development.  A low  dietary  intake  of  calcium  during 
pregnancy  may  be  related  to  gestational  hypertension'^ 
while  maternal  iron  deficiency  has  been  associated  with 
inadequate  fetal  iron  stores.^®’  ""  If  anemia  and 
underweight  status  are  combined,  the  adolescent  may  be 
at  increased  risk  of  delivering  a low  birth-weight  infant.^' 
Zinc  deficiency  in  human  pregnancy  has  been  related  to 
congenital  anomalies,  dysmaturity  and  premature  births, 
while  prematurity,  abruptio  placenta  and  neural  tube 
defects  have  been  associated  with  folate  deficiency.^^ 

In  addition  to  counselling  the  pregnant  adolescent  to 
increase  her  intake  of  essential  nutrients,  a prenatal 
vitamin-mineral  supplement  containing  zinc,  folate  and 
approximately  60  mg  of  elemental  iron  is  advisable. 
Larger  doses  of  iron  are  not  routinely  recommended 
since  a high  iron-to-zinc  ratio  may  have  adverse  effects  on 
zinc  status.^''  Supplemental  calcium  is  indicated  when 
adolescents  are  unable  or  unwilling  to  achieve  the  recom- 
mended dietary  calcium  intake  from  dairy  products. 

Weight  Status 

Low  prepregnancy  weight  status  and  low  weight  gain 
during  pregnancy,  particularly  in  combination,  are 
known  to  be  strong  determinants  of  low  birth  weight  and 
may  be  particularly  significant  in  the  young  adolescent.^ 
Studies  have  shown  that  a young  adolescent  with  similar 
pregnancy  weight  gain  and  pregnancy  weight  will  likely 
have  a smaller  newborn  than  will  an  older  woman. 
Frisancho,  et  al.,^^  demonstrated  that  to  achieve  the 
average  birth  weight  of  3,220  gm  (7  lbs),  young  Peruvian 
teenagers  (aged  13-16  yrs)  needed  to  gain  about  16  kg 
(35  lbs),  while  older  adolescents  and  adults  (aged  17-25) 
needed  to  gain  about  11  kg  (24  lbs).  Although  such  a 
study  has  not  been  done  on  U.S.  teenagers,  studies  have 
shown  that  adolescents  of  all  ages  tend  to  gain  more 
weight  (an  average  of  16.3  kg  or  35  lbs)  when  compared  to 


adults.^®’  An  optimal  weight  gain  pattern  for  adoles- 
cents is  not  known;  however,  it  appears  to  be  greater  than 
for  the  mature  women. 

Pregnancy  weight  gain  recommendations  for  adoles- 
cents should  consider  four  factors: 

1.  The  expected  weight  increment  as  a result  of  normal 
(nonpregnant)  growth  during  the  nine  months  of 
pregnancy  should  be  determined.^*  The  weight 
increase  may  range  from  3.5  kg  (7.7  lbs)  during  the 
year  after  menarch  to  0.6  kg  ( 1.3  lbs)  four  years  after 
menarch.^^ 

2.  A weight  increase  to  support  pregnancy  (approxi- 
mately 20%  above  standard  weight  for  height)  for 
normal  weight  adolescents  should  be  considered.*'’ 

3.  If  underweight,  determine  a weight  increment  to 
achieve  standard  weight  for  hight  using  National 
Center  for  Health  Statistics  (NCHS)  growth  stan- 
dards*® in  addition  to  the  typical  gestational  gain. 

4.  If  obese,  a total  weight  gain  of  approximately  20 
pounds  is  recommended  in  order  to  prevent  ketosis. 

Inadequate  weight  gain  may  occur  in  adolescents  with 
an  intense  desire  for  thinness,  those  who  may  be  denying 
or  attempting  to  conceal  their  pregnancy,  those  with 
inadequate  food  resources  or  those  abusing  chemicals. 
The  possibility  of  an  eating  disorder  should  also  be 
considered.  While  an  adequate  weight  gain  should  be 
assured,  excessive  weight  gain  should  also  be  discouraged 
in  the  interest  of  preventing  long-term  obesity. 

Exercise 

Many  pregnant  teenagers  tend  to  decrease  their  level  of 
physical  activity;  however,  moderate  exercise  during 
pregnancy  is  beneficial.  It  maintains  good  muscle  tone, 
promotes  a positive  self-image  and  causes  less  isolation 
from  nonpregnant  peers. 

Activities,  such  as  walking,  swimming  or  dancing,  may 
be  suggested.  The  majority  of  studies  on  moderate 
aerobic  exercise  in  conditioned  pregnant  women  has  not 
demonstrated  adverse  effects  on  the  fetus.**  Guidelines 
for  exercise  in  pregnancy  include  individualization  and 
modification  in  intensity  as  pregnancy  progresses,  moni- 
toring of  pulse  rate  (60%-70%  of  220  minus  age)  and  an 
extended  warm-up  and  cool-down  period.  Quick  turns, 
jumping  and  twisting  movements,  as  well  as  exhaustion 
and  over-heating,  should  be  avoided.  Exercise  is  not 
recommended  if  there  is  evidence  of  fetal  growth 
retardation,  bleeding,  hypertension,  anemia,  infection, 
premature  labor  or  twin  gestation.*'' 

Substance  Abuse 

There  is  great  concern  regarding  substance  use  during 
pregnancy  and  fetal  development.  Smoking  durign 
pregnancy  is  conclusively  associated  with  a reduction  in 
birth  weight  in  the  range  of  150-250  gm.**  Recently, 
passive  smoking  has  also  been  noted  to  decrease  infant 
birth  weight.**  Other  associations  include  spontaneous 
abortion,  congenital  malformations  and  Sudden  Infant 
Death  Syndrome.**’  ** 

The  adverse  fetal  effects  of  substantial  heavy  drinking 
are  well  documented.  Moderate  drinking  may  also  be  of 
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concern.  One  ounce  of  absolute  alcohol  per  day  has 
recently  been  associated  with  lowered  birth  weights, 
increased  rates  of  spontaneous  abortion  and  immature 
motor  activity  in  the  infant.^*’  There  is  a suggestive 
association  between  marijuana  use  in  pregnancy  and  a 
lowered  birth  weight,  congenital  malformations,  preci- 
pitous or  prologed  labor  and  meconium  staining.'^' 
Cocaine  use  in  pregnancy  may  be  related  to  spontaneous 
miscarriage,  abruption  placenta,  decreased  placental 
blood  flow  and  increased  uterine  contractility."'^  While  no 
relation  has  been  observed  between  caffeine  and  conge- 
nital malformations,  an  intake  of  seven  or  more  cups  of 
coffee  daily  may  decrease  birth  weight. Adolescents 
may  consume  appreciable  amounts  of  caffeine  through 
soft  drinks  and  should  be  counseled  to  limit  their  caffeine 
intake.  They  also  need  to  be  aware  that  there  is  no  safe 
amount  of  alcohol  or  drugs  to  consume  during 
pregnancy. 

Conclusion 

An  adolescent’s  nutritional  status  and  life-style  habits 
at  conception  and  during  gestation  profoundly  influence 
pregnancy  outcome.  To  improve  pregnancy  outcome, 
emphasis  should  be  placed  on  optimal  energy  and 
nutrient  intakes  to  promote  adequate  weight  gain  and 
fetal  development.  This  will  require  early  and  consistent 
nutrition  assessment  and  counseling  and  careful  moni- 
toring of  weight  gain. 
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1 

CORONARY  ARTERY  SPASM  IN  PATIENTS  WITH 
COCAINE  INDUCED  ACUTE  MYOCARDIAL 
INFARCTION.  Pablo  I.  Altieri,  José  Martínez  Toro, 
Héctor  Banch,  Eduardo  Hernández  Carrión. 
Department  of  Medicine-University  of  Puerto  Rico, 
Medical  Sciences  Campus. 

Cocaine  is  an  alkaloid  with  many  central  nervous 
system  and  cardiovascular  effects  mediated  through  a 
potent  vasoconstrictor  mechanism.  Although  there  have 
been  several  reports  of  myocardial  infarction  due  to  the 
drug,  few  have  been  acute  and  the  mechanism  at  the 
present  is  not  clear.  We  have  seen  two  patients  mean  age 
23  years  who  developed  severe  chest  pain  immediately 
after  inhaling  cocaine.  They  were  admitted  to  a coro- 
nary care  unit  where  the  electrocardiograms,  done 
minutes  after  the  chest  pain,  showed  prominent  ele- 
vation of  the  ST  segment  compatible  with  coronary 
artery  spasm.  These  changes  developed  into  classic 
infarction  patterns  (anterior  and  inferior  infactions). 
Both  were  catheterized  and  the  coronaries  were  normal 
and  no  spasm  detected  during  the  procedure.  The  ventri- 
culogram showed  hypokinetic  areas  corresponding  with 
the  pattern  of  the  infarcts.  The  mean  ejection  fraction  was 
50%±5%.  Both  had  post  infarction  treadmills  which  were 
negative  for  ischemia.  They  ceased  cocaine  inhalation 
and  they  have  remained  asymptomatic.  Serial  Holter 
monitorings  have  not  shown  any  elevation  or  depression 
of  the  ST  segment  or  arrhythmias.  In  conclusion 
coronary  artery  spasm  may  be  one  of  the  mechanism 
producing  myocardial  infarction  in  cocaine  addiction. 

2 

ACUTE  MYOCARDIAL  INFARCTION  AND 
VENTRICULAR  SEPTAL  DEFECT  DUE  TO  TO 
LACERATION  OF  THE  LEFT  ANTERIOR 
DESCENDING  ARTERY  AND  SEPTUM  BY  A STAB 
WOUND.  Joyce  Zeno,  Pablo  I.  Altieri,  José  Martínez 
Toro,  Héctor  Banch.  Department  of  Medicine  University 
of  Puerto  Rico,  Medical  Science  Campus. 

Two  patients  mean  age  35  years  old  had  stab  wounds  to 
the  heart  during  a fight.  Both  developed  an  acute  anterior 
myocardial  infarction  plus  a ventricular  septal  defect, 
after  the  acute  tamponade  was  corrected.  Both  had 
coronary  angiography  and  left  ventriculography.  Both 
were  found  with  transection  of  the  left  anterior  descend- 
ing artery  and  a significant  ventricular  septal  defect.  One 
remained  with  angina  after  recovery.  They  had  surgery 


for  closure  of  the  V.S.D.  and  the  one  with  angina  pectoris 
had  coronary  by  pass  surgery  Both  have  remained 
asymptomatic  after  3 years. 


3 

ECHOCARDOGRAPHIC  DIAGNOSIS  OF 
PERICARDIAL  EFFUSION.  Manuel  Rivera  Gutiérrez, 
Félix  M.  Cortés,  Nélida  González 
Damas  Hospital  Ponce,  Puerto  Rico. 


Echocardiography  has  become  essential  in  the  diag- 
nosis of  pericardial  effusion.  Several  authors  have 
proposed  criterias  for  classifying  pericardial  effusion  as 
detected  by  M-mode  echocardiography.  Mild  100  ml; 
Moderate  150-500  ml;  Severe  500  ml.;  Massive  1000  ml. 
However  the  severity  of  the  effussion  has  not  been  found 
to  correlate  well  with  the  severity  of  the  hemodynamic 
compromise  of  the  heart.  Recently  two  signs  have  been 
described  in  2-D  echocardiography  that  reflect  the 
hemodynamic  compromise  state  of  the  heart,  namely 
diastolic  collapse  of  the  right  ventricle  and  right  atrial 
collapse. 

The  authors  reviewed  194  cases  of  pericardial  effusion 
diagnosed  at  Damas  Hospital  between  July  1982  to  July 
1986.  Of  these,  29  instance  (23  patients)  fulfilled  the 
criteria  for  severe  pericardial  effusion  and  constituted 
our  case  material. 

Primary  diagnosis  were  renal  disease  13.0%;  viral 
pericarditis  4.3%;  metastatic  disease  4.3%;  unknown 
17.5%.  Symptomatology  included  shortness  of  breath 
82.6%;  chest  pain  52.0%;  palpitations  34.8%;  venous 
distention  4.3%,  paradoxical  pulse  was  not  detected. 
Enlarged  cardiac  silhouette  was  present  in  all  of  them, 
atrial  arrhythmias  present  43.5%;  (atrial  fibrillation 
26.0%  and  atrial  tachycardia  35%).  None  demonstrated 
electrical  alternans. 

2-D  echocardiography  revealed  anterior  separation  of 
the  R.  ventricle  in  29  instances  (100%),  right  atrial 
collapse,  8 cases  (31%),  right  ventricular  diastolic 
collapse,  7 cases  (24%).  Eluid  accumulation  posterior  to 
the  left  atrium  occured  in  7 instances  (24.1%).  Pericardio- 
centesis was  successfully  performed  in  10  cases  (34.5%). 

In  conclusion,  it  appears  that  2-D  echocardiography 
may  add  valuable  information  concerning  the  hemo- 
dynamic state  of  the  heart  with  pericardial  effusion, 
specifically  in  regard  to  right  atrial  and  ventricular 
embarrassment  and  impending  cardiac  tamponade. 
Representative  2-D  echocardiogram  will  be  demonstrated. 
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4 

NUESTRAS  EXPERIENCIAS  EN  CUIDADO 
CRITICO  CARDIOVASCULAR  DE  NIÑOS 
OPERADOS  DEL  CORAZON  Y/O  SUS  GRANDES 
VASOS.  Enrique  Márquez,  M.D.,  Mígdalia  L González, 
M.D.,  Juan  Luis  Colón,  M.D.,  Nydia  R.  de  Jesús,  M.D,, 
Amalia  Martínez  Picó,  M.D. 

La  cirugía  cardiovascular  del  niño  con  lesiones  congé- 
nitas  representa  el  48%  de  los  pacientes  que  se  atienden  en  la 
Unidad  de  Cuidado  Intensivo  del  Centro  Cardiovascular 
en  el  Centro  Médico  de  Puerto  Rico.  Revisamos 
expedientes,  hojas  de  trámites,  y libros  estadísticos  de  la 
Unidad  con  el  propósito  de  identificar  las  características 
fisiopatológicas  del  niño  en  el  período  perioperatorio 


inmediato  (72  hrs).  Los  resultados  en  prevalencia  de 
morbilidad  por  tipo  de  cirugía  y sistemas  se  informa: 

1.  La  fisiopatología  post  quirúrgica  del  niño  operado 
del  corazón  se  caracterizó  por  una  mayor  incidencia 
de  disturbios  electrofisiológicos  y/o  hemodinámicos 
en  32%  de  las  veces,  seguida  ésta  por  disturbios 
metabólicos  (23%)  hematológicos  (19%),  respirato- 
rios (14%)  y otros  menos  frecuentes. 

2.  Prevaleció  una  mayor  incidencia  en  morbilidad  en 
los  pacientes  sometidos  a cirugía  correctiva  abierta. 

3.  La  cirugía  paliativa  presenta  una  mayor  mortalidad. 

4.  Los  infantes  presentan  un  mayor  riesgo  de  muerte 
post  quirúrgica  para  un  13%  seguidos  de  los 
neonatos  con  un  8%  y los  adolescentes  con  un  6%. 

5.  El  riesgo  de  mortalidad  fue  menor  en  la  población  de 
edad  pre-escolar  y los  adolescentes. 


Mortalidad  de  Acuerdo  al  Tipo  de  Cirugía  y la  Edad  del  Paciente 


Tn:  437 

%M  Global:  7% 

Cirugía 

Núm.  Casos 

DISTRIBUCION  POR  EDADES 

1 día  - 1 mes 

I mes  - 1 año 

1 año-5 

5-15  años 

15-20  años 

%M 

Correctiva 

Cerrada 

103 

10 

27 

24 

36 

6 

2% 

Correctiva 

Abierta 

236 

11 

18 

66 

116 

25 

6% 

Paliativa 

98 

37 

33 

22 

5 

1 

15% 

E Total 

437 

58 

78 

112 

157 

32 

7% 

%M 

7% 

8% 

13% 

2% 

6% 

2% 

Conclusiones 

1.  La  cirugía  cardiovascular  del  niño  ofrece  un  riesgo  quirúrgico  aceptable  y comparable  al 
nacional  por  tipo  de  procedimiento. 

2.  Los  pacientes  de  edad  pre-escolar  y los  adolescentes  presentan  menor  mortalidad 
perioperativa  (72  hrs.) 

3.  La  cirugía  correctiva  abierta  ofrece  un  mayor  riesgo  de  morbilidad  y mortalidad  de  todos  los 
sistemas. 


5 

LEFT  ATRIAL  MYXOMA:  REPORT  OF  THREE 
CASES  IN  THE  SAN  JUAN  CITY  HOSPITAL  AND 
REVIEW  OF  THE  LITERATURE.  Ralph  Conaway 
Lanuza,  Isidro  Marrero  Buñols,  José  Cardona  Ramírez, 
José  Eugenio  López,  Felipe  García  Soler,  Sixto  Medina, 
Miguel  Rodríguez  Burgos,  José  Fernández  Martínez, 
Hospital  Municipal  de  San  Juan. 


Three  patients  with  the  diagnosis  of  atrial  myxoma 
established  by  means  of  echocardiography  were  admitted 
to  the  San  Juan  City  Hospital  in  1977,  1982and  1983.  A 
left  atrial  myxoma  was  diagnosed  with  cardiac  catheteri- 
zation and  confirmed  at  the  time  of  surgery.  Clinical  pre- 
sentation showed  progressive  symptoms:  shortness  of 
breath,  dyspnea  on  exertion,  palpitations,  atrial  flutter 
and  congestive  heat  failure.  In  all  three,  the  tumor  was 
surgically  excised  successfully  with  an  uneventful  posto- 


perative course.  To  avoid  fatal  complications  in  this  rare 
condition  no  delay  should  be  given  to  its  definite 
treatment  once  the  diagnosis  is  made  of  this  potentially 
curable  form  of  cardiac  disease. 

6 

SUBLINGUAL  CAPTOPRIL  IN  HYPERTENSIVE 
EMERGENCIES.  José  Vázquez  Tanus,  M.D., 
César  Trabanco,  M.D.,  Félix  M.  Cortés,  M.D., 
Hospital  de  Damas. 

Recently,  nifedipine  has  been  used  effectively  in 
Hypertensive  crisis,  by  sublingual  route.  Several  studies 
report  reflex  tachycardia  and  flushing.  These  symptoms 
were  not  found  in  an  similarstudy  done  by  us.  Sublingual 
captopril,  was  also  recently  reported  to  be  effective  in 
these  situations  without  those  adverse  effects  of 
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nifedipine. 

In  the  early  phase  of  our  clinically  controlled  study, 
9 patients,  5 males,  and  4 females,  mean  age  60;  with 
initial  symptoms  of  headaches,  dizziness,  nausea, 
vomiting  or  chest  pain  among  others,  and  without 
receiving  antihypertensive  medications  in  the  previous  1 2 
hours  were  selected.  A 25  mg  tablet  of  captopril  was 
placed  sublingually  and  controlled  blood  pressures 
recordings  made  every  5 minutes  for  30  minutes. 

Our  initial  results  show  a decrease  in  mean  systolic 
blood  pressure  of  30  mmHg.  Significant  side  effects  were 
not  observed,  including  reflex  tachycardia  and  flushing. 

Early  conclusions  show  that  sublingual  captopril 
could  be  effective  in  hypertensive  emergencies. 

Our  data  will  be  examined  separately  by  associated 
symptoms  and  medical  conditions,  and  compared  under 
same  criteria  with  prior  study  done  with  sublingual 
nifedipine  in  hypertensive  emergencies. 

7 

HEMODYNAMIC  EFFECTS  OF  INTRAVENOUS 

CAPTOPRIL  IN  PATIENTS  WITH  CONGESTIVE 
HEART  FAILURE.  Gallardo  I,  Hernández  E. 

Veterans  Administration  Hospital  and  University 

of  P.R.  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Captopril  (C)  was  administered  intravenously  (iv)  to 
6 male  patients  (pts),  mean  age  56,  with  congestive 
heart  failure  (CHF).  The  cause  of  CHF  was  idiopathic 
cardiomyopathy  in  3 and  ischemic  in  the  other  3.  All  oral 
vasodilators  were  discontinued  at  least  7 days  before  the 
iv  study.  Right  heart  hemodynamic  monitoring  was 
initiated  the  day  before  the  study.  C was  given  in  doses  of 
1,  2,  4 and  8 mg  at  10  minutes  intervals  and 
hemodynamic  measurements  were  obtained  10  minutes 
after  each  dose.  The  following  table  depicts  the  iv  C 
effects  in  Cardiac  index  (Cl),  systemic  vascular 
resistance  (SVR)  and  pulmonary  capillary  wedge 
pressure  (PCW).  Data  is  expressed  as  the  mean  values  for 
the  6 pts.  at  each  dose  interval. 


Dose 

0 

2 mg 

2 mg 

4 mg 

8 mg 

Time  (min.) 

BL 

10 

20 

30 

45 

CI  (L/m/m^) 

2.6 

2.9 

3.0 

2.9 

2.8 

SVR  (dvn  see  -') 

1496 

1 329* 

1221* 

122* 

1305* 

PCW  (mm  HG) 

14 

12 

11 

1 1 

11 

*p  .05 

p .01 

BL= 

baseline 

Conclusion:  Intravenous  C produces  a rapid  favorable 
hemodynamic  response  that  may  be  useful  in  pts.  with 
CHF  requiring  the  rapid  action  of  a vasodilator. 

8 

ESTUDIOS  CARDIOVASCULARES  INVASIVOS 
APLICACION  DEL  CONCEPTO  AMBULATORIO 

INTERINSTITUCIONAL.  Ralph  Conaway,  M.D., 
Laura  Torres  de  Morales,  Luz  M.  Largas,  R.N., 
Efraín  Defendini,  M.D.,  Iván  J.  Liado,  M.D.,; 

M.I.  González,  M.D. 

La  cardiología  intervencionista  permite  mediante 
técnicas  radiográficas  confirmar  o descartar  el  diagnós- 
tico cardiovascular  y definir  terapia  con  datos  objetivos 


individualizados  en  el  paciente.  En  la  búsqueda  de  alter- 
nativas costo-beneficio  y costo-efectividad  y con  el 
endoso  de  los  planes  prepagados,  se  ha  considerado  el 
estudio  de  cateterismo  ambulatorio. 

En  este  estudio  evaluamos  la  aplicación  modificada  del 
concepto  ambulatorio  en  dos  opciones  a saber. 

I.  El  paciente  viene  de  su  casa  y se  estudia  y luego  4 
horas  estable  en  observación  se  envía  a su  hogar. 

II.  El  paciente  es  trasladado  desde  una  institución  que 
carece  de  facilidades  dignósticos  y quirúrgicos 
cardiovasculares;  se  estudia  y luego  de  60  minutos 
estable,  se  traslada  a su  institución  de  referido  en 
ausencia  de  complicaciones. 

El  Laboratorio  del  Centro  Cardiovascular  en  el  Centro 
Médico  de  Río  Piedras  aplicó  desde  noviembre  de  1985  al 
paciente  esta  nueva  modalidad  y evaluaremos  sus 
resultados. 

Tabla  I 


Pacientes  evaluados  y resultados  en  diagnóstico  morbilidad  y mortalidad 


Subgrupo 

N 

% del 
Total 

% Morbilidad 

I ncidentes/Accidentes 

% 

Mortalidad 

I 

40 

11% 

0% 

0% 

II 

391 

89% 

2% 

0% 

Tabla  II 


Distribución  por  diagnóticos  confirmados  por  los  estudios  de  ambos 
subgrupos:  Tn:  359 


Diagnóstico 

N (K  casos  del  Total) 

% N/N 

Enfermedad  oclusiva 

(Coronaria) 

217 

60% 

Enfermedad  valvular 

26 

7% 

Lesión  congénita 

30 

8% 

Normales 

39 

11% 

Otros 

47 

13% 

Conclusiones: 

1.  El  método  ambulatorio  resulta  viable,  costo  efectivo 
y con  mínimo  riesgo  a pacientes  de  instituciones  que 
carezcan  de  programas  cardiovasculares  interven- 
cionistas. 

2.  El  70%  de  los  casos  estudiados  tenían  enfermedad 
importante  y sobre  un  60%  eran  candidatos  a alguna 
terapia  quirúrgica. 

9 

INTERVENCIONES  CARDIOVASCULARES 
INVASIVAS  DURANTE  EMERGENCIAS: 

INFORME  DE  DOS  CASOS.  Iván  J.  Lladó,  M.D., 
Rubén  Díaz,  M.D.,  Humberto  Quintana,  M.D., 
Efraín  Defendini,  M.D.,  Roberto  Novoa,  M.D., 
Migdalía  1.  González,  M.D.  et  al. 

Primer  caso:  Paciente  de  60  años  mujer  con  válvula 
mitral  que  desarrolla  edema  pulmonar  intratable.  Se 
estudia  y el  cateterismo  demuestra  un  gradiente  de 
25  mmHg  através  de  la  válvula. 

La  paciente  se  opera  con  éxito.  El  proceso  dignóstico  y 
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terapéutico  se  logró  en  seis  (6)  horas  totales  desde  que  se 
identificó  la  emergencia  en  el  Hospital  de  nivel  27  lOen  la 
comunidad  hasta  su  admisión  ya  operada  en  Intensivo. 

Segundo  caso:  paciente  de  48  años,  varón,  diabético, 
quien  se  admite  con  angina  y cambios  isquémicos  de  la 
pared  inferolateral.  El  paciente  desarrolla  disociación 
atrioventricular  y shock  cardiogénico  y se  trata  con 
nitroglicerina  estreptokinasa  y se  estabiliza.  Luego  de  12 
horas  desarrolla  dolor  isquémico  con  cambios  del  ST,  T e 
hipotensión,  por  lo  que  se  estudia. 

El  cateterismo  revela  enfermedad  oclusiva  de  las 
tres  (3)  coronarias  con  lesiones  de  90%  RCA,  99% 
circumfleja  y 80%  LAD,  se  le  hace  cirugía  de  emergencia 
durante  las  próximas  cuatro  (4)  horas  del  estudio,  con 
éxito. 

Conclusión:  (1)  La  cardiología  intervencionista  du- 
rante emergencias  refractarias  a tratamiento  médico,  es 
posible  en  Puerto  Rico,  y debe  ser  una  modalidad  acep- 
tada en  casos  de  alto  riesgo  con  terapia  médica. 

2)  La  proficiencia  técnica  del  médico  y sus  asistentes 
contribuyen  en  la  reducción  de  muerte  y el  riesgo  ante  las 
catástrofes  cardiovasculares  que  de  no  atenderse  así, 
resultan  en  la  muerte. 

10 

TRANSLUMINAL  VALVULOPLASTY  FOR 

PULMONIC  STENOSIS.  Juan  Villafañe,  M.D., 
Francisco  EJbl,  M.D.,  Allan  Rees,  M.D.,  Robert  SoBnger,  M.D,, 

Department  of  Pediatrics,  University  of  Louisville 
School  of  Medicine,  Louisville,  KY. 

Eight  children  ages  11  months  to  18  years  (m=6.7) 
underwent  percutaneous  ballon  valvotomy  (PBV)  for 
moderate  to  severe  valvular  pulmonary  stenosis  (gradient 
58-92  mmHg;  m=74).  Balloon  size  ranged  from 
12-20  mm  x 3 cms.  Six  patients  required  up  to  5 dilata- 
tions during  PBV  and  2 patients  only  4.  Seven  patients 
required  more  than  one  balloon  size.  Effective  size 
(documented  in  4 patients)  was  100%  valve  annulus 
diameter  (14-22,  m=19mm).  The  approximate  inflation/ 
deflation  time  was  10  secs.  All  developed  transitory  sinus 
bradycardia,  junctional  escape  rhythm  or  RBBB.  There 
were  no  complications.  The  mean  peak  systolic  gradient 
decreased  from  75  to  20  mmHg  in  7 consecutive  PBV,  a 
successful  reduction  of  73%.  In  our  last  patient,  pre-PBV 
gradient  was  58  and  post-PBV  50  mmHg,  even  using  a 
balloon  size  133%  of  valve  annulus.  The  valve  was 
dysplastic  and  on  auscultation  there  was  a single  Sj  and 
no  click.  Compared  to  operative  valvotomy,  PBV 
produces  adequate  gradient  reduction  in  pulmonic 
stenosis  (except  for  dysplastic  valves)  and  with  minimal 
risk.  ) ) 

HEMODYNAMIC  CHANGES  PRODUCED  BY 
RATE-RESPONSIVE  PACEMAKER. 

Pablo  I.  Altieri,  M.D.,  José  Martinez-Toro,  M.D., 

Héctor  Banchs,  M.D.,  José  Cuya,  Rehuel  Rivera. 

Department  of  Medicine,  University  of  Puerto  Rico, 
Medical  Sciences  Campus. 

Five  patients,  mean  72  years,  had  insertion  of  a rate 
responsive  pacemaker.  None  have  had  a myocardial 


infarction.  Two  weeks  after  the  insertion,  they  had 
echocardiographic  evaluation  before  and  immediately 
after  exercise  at  the  peak  of  the  programmed  upper  rate 
( 125  beats/min).  The  echocardiograms  were  analyzed  via 
a computer  which  will  give  you  the  dimensions,  volumes 
and  ejection  fraction  of  the  left  and  right  ventricles.  The 
peak  systolic  pressure  was  measured  pre-exercise  and 
during  peak  rate  and  the  peak  systolic  pressure/end 
systolic  volume  was  calculated.  All  values  were  analyzed 
statistically  to  see  if  they  were  significant. 

The  left  ventricular  end-diastolic  volume  (EDV) 
increased  in  4 P.  91cc-125cc  (P  .05)  and  in  all  stated  the 
same.  The  end-systolic  volume  (ESV)  decreased  in  4 
(66cc-27cc+10cc)  while  in  one  remained  the  same.  The 
ejection  fraction  increased  from  41%  to  61%  (P  .05)  and 
the  P.S.P./ESV  increased  from  1.60  + .17  to  4 + 2.00. 
P.  = 10.  The  right  ventricular  dimensions  changed  with 
the  rate  responsive  pacing;  usually  getting  larger.  In 
conclusions,  there  is  marked  improvement  in  the  left 
ventricular  function  especially  the  E.F.  with  the  rate 
responsive  pacing.  This  isa  new  modality  of  pacing  which 
will  be  useful  in  young  patients  as  well  as  the  elderly. 

12 

THE  AUTOMATIC  IMPLANTABLE  CARDIOVERTER 
DEHBRILLATOR:  CASE  REPORT,  Francisco  García- 
Cortés,  M.D,  and  Esteban  Linares,  M.D., 

San  Juan  Veterans  Administration  Medical 
Center  and  UPR  School  of  Medicine,  San  Juan, 
Puerto  Rico. 

The  purpose  of  this  communication  is  to  report  the 
clinical  circumstances  that  led  to  the  insertion  of  an 
automatic  implantable  cardioverter  defibrillator  (AICD) 
in  a patient  with  ischemic  heart  disease  (IHD)  and  history 
of  recurrent  syncopal  episodes  at  rest.  This  51  y/o  male 
patient  had  recurrent  polymorphic  ventricular  tachy- 
cardia (PVT)  due  to  drug  toxicity  (quinidine)  and  IHD. 
Exercise  done  in  the  absence  of  drugs  know  to  induce 
PVT,  showed  a severe  ischemic  response  accompanied  by 
the  development  of  non-sustained  PVT.  Because  of  the 
recurrence  of  ventricular  fibrillation  on  two  occasions  in 
spite  of  drug  therapy  and  the  presence  of  IHD,  the  patient 
underwent  coronary  revascularization  and  implantation 
of  an  AICD.  A brief  review  of  the  development  and 
indications  for  AICD  implantation  will  be  included  in  the 
presentation. 

To  our  knowledge,  this  is  the  first  Puerto  Rican  patient 
in  which  an  AICD  has  been  implanted. 

13 

LOW  INCIDENCE  OF  SUSTAINED  VENTRICULAR 

TACHYCARDIA  IN  PUERTO  RICAN  PATIENTS 

WITH  CORONARY  ARTERY  DISEASE.  A Renta, 

PI  Altieri,  J.  Martinez  Toro,  H.  Banchs,  H.  Delgado, 

R.  Pérez.  Department  of  Medicine,  University  of 
Puerto  Rico,  Medical  Sciences  Campus. 

Several  investigators  have  reported  the  incidence  of 
coronary  artery  disease  within  Puerto  Rican  population 
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to  be  50%  less  than  U.S.A.  population.  Due  to  this 
observation  we  decided  to  investigate  the  incidence  of 
sustained  ventricular  tachycardia  in  a group  of  patients 
with  coronary  disease  (CAD)  referred  to  the  non-invasive 
laboratory  for  Holter  monitoring  due  to  VPC’s  and 
dizziness.  Sustained  ventricular  tachycardia  (SVT)  was 
defined  as  a VT  of  more  than  30  seconds  of  duration,  a 
hemodynamically  significant  arrhythmia  or  more  than  1 0 
consecutive  ventricular  beats.  Six  hundred  and  sixty  three 
consecutive  patients  (P)  were  analyzed.  There  were  360 
females  and  263  males.  No  sustained  ventricular 
tachycardia  was  found,  only  2.7%  of  non  VT  was  found. 
All  responded  to  anti-arrythmic  medication,  and  none 
required  surgery  for  the  control  of  it.  This  confirms  the 
observation  by  others  of  the  less  aggressive  coronary 
disease  of  the  Puerto  Rican  population  when  compared 
with  continental  U.S.A. 

14 

INTRAVENOUS  AMIODARONE  IN  THE 
TREATMENT  OF  REFRACTORY  RECURRENT 
SUSTAINED  VENTRICULAR  TACHYCARDIA: 
CASE  REPORT.  M.  Devarie,  M.D.,  1.  Gallardo,  M.D., 

F,  García-Cortés,  M.D.,  P.  Diaz,  M.D.,  V.  Vázquez,  M.D., 

F.  García-Soler,  M.D.  and  E.  Linares,  M.D., 

San  Juan  Veterans  Administration  Medical 
Center  and  U.P.R.  School  of  Medicine.  San  Juan, 
Puerto  Rico. 

This  is  a case  report  of  a 45  y/0  male  patient  who  had 
recurrent  sustained  ventricular  tachycardia  (RSVT), 
secondary  to  an  acute  extensive  anterior  myocardial 
infarction  and  ventricular  aneurysm  formation.  The 
RSVT  was  refractory  to  parenteral  treatment  with 
lidocaine,  procainamide  and  bretylium,  and  required 
multiple  electrical  cardioversions.  Intravenous  amio- 
darone  loading  dose  (5  mg/kg)  was  given  as  a bolus  over 
3 minutes  or  diluted  in  100  ml  D/W  5%  over  30  minutes 
and  followed  by  an  infusion  (10-20  mg/kg/day)  for  4-5 
days.  Control  of  the  RSVT  was  achieved  but  discontinua- 
tion of  the  infusion  resulted  in  loss  of  arrhythmia  control 
in  spite  that  the  patient  was  receiving  oral  amiodarone. 
Control  of  the  RSVT  was  achieved  3.5  weeks  after  the 
beginning  of  oral  amiodarone. 

The  pharmacokinetics,  hemodynamic  effects,  clinical 
efficacy  and  safety  of  intravenous  amiodarone  will  be 
briefly  discussed. 

15 

A PROSPECTIVE  ECHOCARDIOGRAPHIC 
STUDY  IN  PATIENTS  WITH  SLE  IN  THE 
SAN  JUAN  CITY  HOSPITAL.  B.  Caballero,  M.D., 
Ralph  Conaway-Lanuza,  M.D.,  Felipe  Garcia  Soler,  M.D., 
José  Fernández  Martínez,  M.D.  Hospital  Municipal  de 
San  Juan. 

Echocardiographic  study  is  a useful  non  invasive 
method  for  the  assessment  of  cardie  pathology  in  the 
patient  with  SLE.  In  the  literature  the  most  frequent 
finding  is  pericardial  effusion.  It  is  our  purpose  to  see  if 
our  population  compares  with  previous  published  data. 


A prospective  echocardiographic  study  was  done  in  30 
patients  with  SLE.  Cardiac  abonormalities  was  demons- 
trated in  77.7  of  them.  The  most  frequent  abnormality 
was  mitral  valve  thickening  in  30%  of  the  cases,  followed 
by  pericardial  effusion  in  23.3%. 

The  percent  of  patients  on  treatment  with  prednisone 
and  presenting  cardiac  abnormalities  was  66%.  Three 
patients  only  showed  decreased  ejection  fraction.  In  our 
series  only  one  patient  died  during  the  study  and  was  of 
noncardiovascular  cause. 

Our  findings  suggest  that  echocardiographic  manifes- 
tations in  the  SLE  patients  are  similar  to  those  of  other 
previous  studies  in  the  literature  with  the  exception  of  the 
greater  incidence  of  mitral  valve  thickening  found  in  our 
population. 

16 

EFFECT  OF  CALCIUM  AND  MAGNESIUM  IN 

THE  EXPRESSION  OF  HYDROPHOBICITY  OF 

GRAM-POSITIVE  COCCI.  C.  Asenjo,  C.R.  Rivera- 
Vázquez,  C.H.  Ramirez-Ronda,  and  M.  Nevárez. 

Infectious  Disease  Program,  University  of  Puerto  Rico 
School  of  Medicine  and  VA  Medical  Center, 

San  Juan,  Puerto  Rico. 

LY  146032  is  a new  peptolide  antibiotic  with  excellent 
in  vitro  activity  against  many  gram-positive  cocci 
including  Staphylococcus  aureus Siná  methicillin-resistant 
S.  aureus.  The  determination  of  in  vitro  activity  of  this 
compound  requires  that  the  growth  medium  which  the 
activity  is  to  be  determined  be  supplemented  with 
calcium  and  magnesium.  We  have  been  studying  the 
expression  of  hydrophobicity  of  endocarditis  strains  of 
gram-positive  cocci  and  the  effect  of  various  antibiotics 
including  LY.  A study  designed  to  determine  the  effect  of 
concentrations  of  calcium  and  magnesium  as  required  in 
susceptibility  testing  on  the  expression  of  hydrophobicity 
of  4 strains  of  gram-positive  cocci.  The  microorganisms 
were  recovered  from  the  blood  of  patients  with 
endocarditis  and  were  grown  to  stationary  phase  in  BHI 
supplemented  with  calcium  and  magnesium  or  in  BHI 
without  cations  supplementation.  Hydrophobicity  was 
determined  by  a modification  of  the  hexadecane  method 
of  Rosenberg.  For  2/3  of  the  S.  aureus  strains  tested, 
there  was  an  increase  in  surface  hydrophobicity  in  the 
presence  of  cations  supplemented  BHI  (BHI  62-78%  vs. 
BHI  calcium  3+  magnesium  93-94%).  For  Streptoco- 
coccus  sanguis,  there  was  also  an  increase  in  surface 
hydrophobicity  in  the  presence  of  cations  (46.0%  vs. 
86%).  The  expression  of  surface  hydrophobicity  of  gram- 
positive cocci  in  terms  of  percent  of  bacterial  adherence 
to  hexadecane,  is  affected  by  the  presence  of  calcium  and 
magnesium  cations,  in  the  growth  medium. 

17 

MATURATIONAL  CHANGES  OF  THE 
CHRONOTROPIC  RESPONSE  TO  ALPHA 
ADRENERGIC  STIMULATION  IN  CANINES. 
McCormack  J,  Villafañe  J.,  Pickoff  A,  Gelband  H. 
University  of  Miami,  Department  of  Pediatrics 
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In  vitro  studies  suggest  that  neontes  and  adults  may 
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have  different  chronotropic  responses  to  alpha  stimula- 
tion (A.S.)  To  investigate  these  differences  in  vivo, 
3 groups  of  dogs  were  studied;  GI=12  puppies  ages  3-7 
days  (m=5.0)  GII=12  puppies  ages  8-15  days  (m=dl2.6) 
and  GIII=7)  adult  dogs.  HR  and  BP  were  measured  in  all 
prior  to  and  after  combined  beta  adrenergic  and  para- 
sympathetic blockade  (B)  with  propranolol 
(P)  0.6mg/kg  IV  vagotomies.  A.S.  was  achieved  with 
phenylephrine  (PE)  given  in  doses  of  0.5,  1.0  and 
lO.Omcg/kg/min,  and  followed  by  P (l.Omg/kg  IV)  to 
assure  beta  blockade,  with  phenotolamine  (PH)  was  then 
achieved  (0.5  mg  IV  GI  and  GII;  5.0mg  IV  GUI).  Three 
HR  responses  were  observed:  Type  A,  PE  induced 
acceleration  was  partially  reversed  by  P and  completely 
reversed  by  PH  (alpha  mediated  acceleration):  Type  BPE 
induced  acceleration  was  abolished  by  P (beta  mediated 
acceleration)  Type  C,  PE  induced  a decrease  in  HR 
(alpha  mediated  deceleration).  In  GI,  5/12  had  Type  A 
response  5/12  Type  B and  3/12  Type  C.  In  GII  all  had 
Type  B response.  In  Gill  4/12  had  Type  B response  and 
3/7  Type  C.  BP  responses  were  similar  in  all  groups. 
These  findings  suggest  that  alpha  mediated  acceleration 
seen  uniformly  in  older  puppies  (GII)  is  not  necessarily 
present  at  a young  age  and  is  absent  in  the  adults.  Thus 
there  are  in  vivo  maturational  changes  in  the  chronotropic 
response  to  A.S. 

18 

CATETERISMO  CARDIACO  EN  EL  HOSPITAL 

PEDIATRICO  UNIVERSITARIO:  EXPERIENCIA 
DE  TRES  AÑOS.  Villavicencio  R,  Cortés  N., 

Espinosa-López  A.,  Agosto  M.,  Navarro  J.,  Hospital 
Pediátrico  Universitario,  Sección  de  Cardiología, 

San  Juan,  Puerto  Rico. 

El  Hospital  Pediátrico  Universitario  (HOPU)sirvea  la 
población  pediátrica  (hasta  17  años)  de  las  6 Regiones  de 
Salud  de  Puerto  Rico,  cada  una  con±500,000  habitantes. 
Es  el  único  centro  terciario  con  facilidades  para  procedi- 
mientos cardiovasculares  invasivos  en  niños.  El  labora- 
torio cardiovascular  comenzó  funciones  en  1978  y hasta 
diciembre  1986  se  hablan  realizado  1,948  cateterismo 
cardíacos,  806  en  los  últimos  3 años,  565  (71%)  de  ellos 
operados.  La  mayoría  de  los  estudios  se  realizaron  en 
infantes  (<2  años),  en  casi  todos  se  hizo  cateterismo 
izquierdo  y derecho,  y se  utilizó  la  técnica  percutánea  en 
85%  de  los  casos.  Estas  cifras  incluyen  balonamientos 
cardíacos,  estudios  electrofisiológicos  y marcapasos 
externos.  Las  complicaciones  más  frecuentes  fueron 
taquidisritmias  supraventriculares  y ventriculares,  inyec- 
ciones intramurales  de  material  de  contraste,  episodios 
hipóxicos,  reacciones  alérgicas  al  tinte  (Vascoray)  y 
perforaciones  atriales.  Hubo  9 muertes  relacionadas  al 
procedimiento,  6 de  ellas  en  neonatos  en  estado  crítico 
con  cardiopatías  severas,  para  una  mortalidad  de  1.1%. 
La  data  refleja  un  incremento  en  el  número  de 
cateterismos  cardíacos,  a pesar  de  la  disponibilidad  de  un 
servicio  de  ecocardiografía  de  excelencia  diagnóstica.  En 
nuestro  ambiente,  aún  con  los  grandes  avances  en 
técnicas  diagnósticas  no-invasivas,  el  cateterismo  car- 
díaco en  niños  sigue  siendo  un  procedimiento  seguro,  el 
que  mayor  detalle  anatómico  provee  y el  de  más  valor 
para  el  cirujano. 
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DEVELOPMENT  DIFFERENCES  IN  THE 
RESPONSE,  TO  CLASSIC  ANTIARRHYTHMIC 
AGENTS.  J.  Villafañe,  M.D.*,  H.  Xu,  M.D., 

J.  McCormack,  M.D.,  A.  Stolifi  **,  H.  Gelband,  M.D., 
A.  Pickoff,  M.D.+  from  the  the  Department  of 
Pediatrics  (Cardiology),  University  of  Miami. 

* University  of  Louisville,**  Tulane  University. 

Propafenone  (P),  a class  1C  agent,  produces  important 
effects  in  the  adult.  To  investigate  its  effect  on  the 
immature  heart  and  to  determine  any  differences  with  the 
adult  data  we  studied  10  mongrel  puppies, ages  5-1 1 days. 
Results: 


Neonate 

Canine 

Adult 

Canine 

Adult 

Human 

Dose  of  P 

4 mg/kg 

4 mg/kg 

Various 

Blood  pressure 

no  chg. 

deer. 

no  chg. 

Heart  rate 

deer. 

incr. 

no  chg. 

Sinus  node  recovery 

incr. 

no  chg. 

no  chg. 

Atrial  effect,  ref.  per. 

incr. 

incr. 

Intra-atrial  conduction 

no  chg. 

incr. 

incr. 

AV  node  conduction 

incr. 

incr. 

incr. 

AVN  funct.  ref.  per 

incr. 

incr. 

incr. 

HIS-purkinje  conduction 

incr. 

no  chg. 

incr. 

Vent,  effect,  ref.  per 

incr. 

no  chg. 

no  chg. 
or  incr. 

In  summary,  AV  nodal  function  is  altered  in  all  3 
groups.  Intra-atrial  conduction  was  not  altered  in 
neonates  but  there  was  depression  of  sinus  node 
automatricity,  HIS-Purkinje  conduction  and  in  increase 
in  ventricular  muscle  refractoriness.  We  conclude:  1)  P 
exerts  a “generalized”  depressant  effect  in  the  neonate 
canine;  2)  newborns  may  respond  differently  to  this  new 
agent. 
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ECHOCARDIOGRAPHIC  FINDINGS  IN  PATIENTS 
WITH  AIDS.  Esteban  López  Colón,  M.D., 

Ralph  Conaway  Lanuza,  M.D.,  Felipe  Garcia,  M.D., 
José  Fernández  Martínez,  M.D.  Hospital  Municipal  de 
San  Juan. 

It  is  well  known  that  the  acquired  immune  deficiency 
syndrome  involves  multiple  organ  systems.  At  our  insti- 
tution we  evaluated  cardiac  function  using  M-mode  and 
2-D  echocardiography  in  patients  with  the  diagnosis  of 
AIDS.  There  were  8 males  and  one  female  with  a mean 
age  of  26  years.  Six  patients  had  cardiac  abnormalities 
detected  by  echocardiography.  Chamber  dilatation  was 
present  in  55%  and  pericardial  effusion  in  44  percent. 
Two  patients  presented  valvular  pathology  one  mitral 
regurgitation  secondary  to  mitral  valve  prolapse;  and 
other  patient  presented  evidence  of  tricuspid  valve 
endocarditis.  All  patients  had  normal  ejection  fraction. 
This  study  supports  the  usefulness  of  echocardiography 
in  the  evaluation  of  cardiovascularstatus  in  patients  with 
AIDS  and  that  routine  echocardiographic  studies  is 
recommended  in  patients  presenting  the  syndrome. 
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bumetanide/Roche 

0.5-mg,  I -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml) 


REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 
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Ten  patients  with  CHF  showed  marked  hemodynamic  improvement  after  seven  days  ot 
BUMEX®(bumetanide/Roche)  (meon  values  í SE)  Adapted  from  Olesen,  etal ' 


A Pulmonary  Artery  Mean  Pressure 
O Pulmonary  Artery  Wedge  Pressure 
□ Right  Atrial  Pressure 


O 


□ 


4 

Days 


References:  1,  Olesen  KH,  etal  Postgrad  Med  J 51  (Supp\  6)  bA-63,  1975  2.HondlerB, 
Dhingra  RC,  Rosen  KM:  J Ctm  Phdrmaco!  21  706-711,  Nov-Dec  1981  3.  Brater  DC, 
etal  Clin  Pharmacol  Ther 34  207-213.  Aug  1983  4.  Brater  DC,  Fox  WR,  Chennavasin  P 
JClin  Pharmacol 21  599-603.  Nov-Dec  1981  5.  Davies  DL,  etal  Clm  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX» 

bumetonlde/Roche 

0.5-mg.  1-mg  and  2-mg  scored  tablets. 

2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

BUMEX®  (bumetanIde/Roche) 

Before  prescribing,  please  consult  complete  product  information,  o summary  of  which  follows: 


WARNING:  Bumex  (bumetanIde/Roche)  is  a potent  diuretic  which,  if  given  In  excessive 
amounts,  can  lead  to  o profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  is  required,  ond  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  Individuol  pahenrs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in 
complete  product  intormahon.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  after  oral  and  porenteral  administration  of  Bumex  If 
impaired  gostrointestinal  absorption  Is  suspected  or  oral  administration  is  not  practical,  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  following  instances  of  allergic  reactions  to  furosemide  suggests 
a lack  of  cross-sensitivity. 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  potients  in  hepatic  coma  or  In  states  ot 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  in  renal  insufficiency 
ony  morked  increase  In  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oliguria  during 
theropY  of  patients  with  progressive  renal  disease,  is  an  Indication  for  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patienfs  needs  Excessive  doses  or  too  frequent 
administration  con  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  ond  circulatory  collapse  with  the  possibility  of  vasculor  thrombosis  and  embolism, 
particularly  in  elderly  patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics 
tor  congestive  heort  failure,  hepotic  cirrhosis  and  ascites,  states  of  aldosterone  excess  with 
normal  renal  function,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  states 
where  hypokalemia  is  thought  to  represent  particular  added  risks  to  the  patients 
In  patients  with  hepatic  cirrhosis  ond  ascites,  sudden  alterations  ot  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  and  coma  Treatment  In  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  of  the  patienTs  clinicol  status  ond  electrolyte  bal- 
ance Supplementol  potassium  and/or  spironolactone  may  prevent  hypokolemia  ond  metabolic 
alkalosis  in  these  patients 

In  cots,  dogs  ond  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
about  40  to  60  times  os  potent  as  furosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rarely  be  achieved  The  potential  lor  ototoxicity  increases  with  intravenous 
therapy,  especially  at  high  doses 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  and  add  potassium  supplements  or 
potassium-sparing  diuretics,  if  necessary  Periodic  determinations  of  other  electrolytes  ore  odvised 
in  patients  treated  with  high  doses  or  for  prolonged  periods,  porliculorly  in  those  on  low  salt  diets 
Hyperuricemia  moy  occur  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially 
with  dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium 
excretion 

Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  ot  blood  sugar  should 
be  done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrasias,  liver  domage 
or  Idiosyncratic  reactions 

Especially  in  presence  ot  impaired  renal  function,  use  of  parenterally  administered  Bumex  should 
be  avoided  in  patients  to  whom  aminoglycoside  ontiblotics  are  also  being  given,  except  in 
life-threatening  conditions 

Drugs  with  nephrotoxic  potential  and  bumelanide  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
interaction  studies  in  humans  have  shown  Bumex  to  hove  no  effect  on  warfarin  metabolism  or  on 
plasmo  prothrombin  activity. 

Pregnancy:  Bumex  should  be  given  to  a pregnant  woman  only  If  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Bumetanide  may  be  excreted  in  breast  milk 

Pediatric  Use:  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  heodache  and  nausea,  and 

encephalopathy  (in  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  ore  weakness,  impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogrom  chonges,  abdominal  pom,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 
Other  clinical  adverse  reactions  are  vertigo,  chest  pom,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  ten- 
derness, diarrhea,  premature  ejaculation  and  difficulty  maintaining  on  erection 
Loborotory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokolemia,  hyponatremia,  and  variations  in  CO2  content, 
bicarbonate,  phosphorus  and  calcium  Although  manifestations  of  the  pharmacologic  action  of 
Bumex,  these  conditions  may  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH,  total  serum 
bilirubin,  serum  prateins,  SGOT,  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 
Increases  in  urinary  glucose  and  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION: 

Oral  Administration:  The  usual  total  daily  dosage  is  0.5  to  2 0 mg  and  in  most  patients  Is  given 
as  a single  dose 

Parenteral  Administration  AdmiP’oter  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who 
cannot  take  oral  The  usual  initial  dose  is  0,5  to  1 mg  given  over  1 to  2 minutes  If  Insufficient 
response,  a second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of 
10  mg  a day 

HOW  SUPPLIED:  Tablets,  0 5 mg  (light  green),  1 mg  (yellow)  ond  2 mg  (peach),  bottles  ot  100 

and  500,  Prescription  Paks  of  30,  Tel-E-Dose*  cartons  of  100  Imprint  on  tablets:  0 5 mg— 

ROCHE  BUMEX  0 5,  1 mg-ROCHE  BUMEX  1,  2 mg-ROCHE  BUMEX  2 

Ampuls.  2 ml,  0 25  mg/ml,  boxes  often 

Vials,  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  often. 


ROCHE  LABORATORIES 
Division  of  Hottmonn-Lo  Roche  Inc 
Nutley,  New  Jersey  07110 
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Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  toilure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  tailing  heart.  Bumex®  (bumet- 
onide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  tor  three  powerful  reasons.  It 
moves  out  on  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures.  It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate. 3 And  Bumex  completes  high-volume 
diuresis  fost-within  tour  hours  at  usual 
doses.''  ^ Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a good  safety  profile;  however, 
as  with  all  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  can  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 


Bumex'«^ 

bumetanide/Roche 


0.5-mg,  1-mg  and  2-mg  scored  tablets,  2-ml  ampuls  (0.25  mg/ml) 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

First  line 

loop  diuretic  therapy, 


